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MODIFIED SYPHILIS: 
ITS ULTIMATE DANGERS. 

BY 

CAMPBELL WILLIAMS. F.R.C.S. 


Under the nomenclature of “ Modified Syphilis ” 
one may group all those cases of the disease, 
whether of acquired or congenital origin, which 
are characterised, in the absence of treatment , by 
the marked benignity of the early phenomena of 
the malady, in that some of the typical diagnostic 
features of the complaint may either be absent, 
ill-marked, or so transient that they escape notice 
or mislead when observed. Let us take a case 
where the existence of the disease in its modified 
aspect is either suspected or recognised. The full 
significance of the possible dangers to the health 
in the near or remote future are often underesti¬ 
mated, for, owing to the mildness of the attack, 
the case is belittled and consequently treated for 
far too short a period. The evanescence and 
benignity of a frequently “ broken chain ” of sym¬ 
ptoms are apt to lull the patient or his adviser into 
a state of false security. Treatment is too often 
discarded upon the healing of an initial lesion, of 
an ill-marked or dubious character, or with the 
disappearance of a faintly and sparsely developed 
eruption of the skin or fauces. The patient 
having suffered but little inconvenience, subjective 
or objective, and comforted by that pernicious and 
dangerous diagnosis—“ a slight touch of syphilis ” 
—fondly imagines that with the removal of his 
ill-marked “ danger signals ” his troubles are over 
for good and all, and that he has once more 
gained the haven of systemic purity. But these, I 
hold, are the dangerous cases in that with their 
syphilis “ simmering ” they drift on for a period, 
blissfully ignorant as to the possible and probable 
occurrence of tertiary manifestations in the ner¬ 
vous system, internal organs, or other portions of 
the body. The old aphorism “ that cases of 
syphilis in which the secondary symptoms are 
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mild or evanescent are often followed by grave 
tertiary affections,” is only too true both in sub¬ 
stance and in fact. But the reason for this se¬ 
quence of events, in a large number of such cases, 
must be attributed to the belittling of the disease 
in the first instance, because of its primary mild¬ 
ness and to the inadequate treatment consequently 
pursued—inadequate both as to its nature and to 
the time over which it extended. In these cases 
the malady is scotched, not killed. A patient may 
have taken mercury by mouth in recognised 
dosage for a period, but he has not absorbed it in 
sufficient quantity, the bulk having passed through 
his system—inert—or he may have had mercurial 
rubbings, baths, or injections sufficient to remove 
his present symptoms, but inadequate from a cura¬ 
tive standpoint. Again, his treatment may have 
consisted of the administration of the Iodides, 
which, in the experience of many, have a wonder¬ 
ful palliative effect in removing symptoms, but 
possess but small “ curative agency.” 

Let us now consider the aspects under which 
Syphilis appears, both in the acquired and the 
congenital forms, which, by the benignity of its 
course, entitles it to be called “Modified,” in 
contradistinction to an ordinary characteristic or 
severe attack of the disease. 

Modified Acquired Syphilis.— The chancre 
or initial lesion. This may be invisible unless 
specially sought for, in that the site of the infec¬ 
tion is situated in an ordinarily invisible region, 
such as the interior of the urethra, anus, or 
vagina. Or it may be visible, but the induration 
may be so slight and the lesion so ill-marked that 
its true character may not be recognised. Again, 
there may be to all intents and purposes no 
primary lesion , although one knows that there 
must have been an abrasion for the virus to have 
gained entrance into the system. In exceedingly 
rare instances the point of entry does not become 
a sore or a desquamating papule, and lacks in¬ 
duration, or any diagnostic sign that is usual in 
syphilis, so that an initial lesion cannot be dis¬ 
covered. Or it may be a trifling crack or abrasion 
which, if it does not altogether escape observation, 
does not usually excite suspicion as to its true 
nature, since it heals readily and leaves no sign. 

I am acquainted with a case in which the sufferer, 
then a student of medicine, sought for advice, 
prior to operation, for what was considered to be 


a tuberculous testicle, and for which castration 
was advised. He had never had a primary lesion 
or any secondary symptoms, to his knowledge, the 
testicle being the first definite sign. Hfe admitted 
that he had frequently subjected himself to the 
possibility of having contracted the disease, and 
congratulated himself on not having done so. 
The testicle was diagnosed by the late Berkeley 
Hill as syphilitic, notwithstanding the absence of 
all specific history. He was put upon anti¬ 
syphilitic remedies, and it rapidly cleared up. 
Some two years subsequently the diagnosis was 
again verified by the patient developing cerebral 
syphilis. Total absence of induration at the seat of 
inoculation may mislead when a sore is suspected 
of being specific. The following is the case of a 
surgeon who got a crack under the nail of the 
right index finger whilst operating for adenoids. 
The crack was trivial, about one twelfth of an 
inch long. It healed without any treatment in a 
few days, but the finger tip remained very painful 
for weeks. As he had a considerable practice in 
syphilis, his suspicions were quickly aroused as to 
the possibility of infection from a patient. But 
the finger appeared perfectly normal, and was 
seen by several surgeons, who also failed to dis¬ 
cover anything wrong to account for the tender¬ 
ness. There was no induration, swelling, or even 
inflammation—except a linear redness along the 
crack. Four months subsequently the right 
axillary glands were accidentally noticed to be 
enlarged. Syphilis was suggested as the cause, but 
no treatment was employed so as not to mask the 
diagnosis. The patient was carefully watched for 
further corroborative signs, as he was wasting, 
febrile, and becoming progressively more anaemic. 
No rash ever appeared on the skin. Later a gland 
was extirpated from the axilla and examined 
microscopically by three well-known pathologists, 
who, whilst not being able to say what it was , pro¬ 
nounced it unhesitatingly “ not syphilitic.” Three 
months later ulceration of the tonsils, together 
with an unmistakable lesion on the posterior wall 
of the pharynx, set all doubts at rest as to the 
nature of the illness. Within two months the 
patient had, under mercury, regained his weight, 
strength, colour, and his only diagnostic signs had 
healed. In this case the disease was so modified 
that the sore was unrecognisable as a syphilitic 
lesion, and there were no cutaneous symptoms, and 
Digitized by' ^ooQie 
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until the throat appeared only glandular mischief, 
which, together with the febrile state, pointed 
strongly to tuberculous mischief. 

Ill-marked induration .—In these cases the ini¬ 
tial characteristics of the chancre are so vaguely 
defined that it is exceedingly difficult to determine 
whether one is dealing with a truly syphilitic sore 
or only with inflammatory induration in a non-con¬ 
stitutional lesion. This remark is particularly ap¬ 
plicable to ulcers of the penile fraenum. The 
“ parchment infiltration ” on the sheath of the 
penis is also liable to mislead the diagnostician. 
This is partly due to its site, general appearance 
and indefinite induration, and also that, owing to 
the comparative rarity of its occurrence, it may not 
have been seen before by the observer unless he 
has considerable dealings with this disease. In 
cases of sores of doubtful nature the wisest course 
to pursue is to withhold constitutional treatment, 
to allow the development of corroborative signs. 
Otherwise a patient may be needlessly subjected 
to antispecific remedies, and the non-appearance 
of secondary phenomena would be attributed to 
the efficacy of the treatment rather than to the 
absence of their fundamental excitant. On the 
other hand, if he really had syphilis, and the 
remedies have been prescribed under doubt and 
on the “ off chance,” he may never have any early 
additional symptoms to verify the primary lesion, 
and should there have been misgivings originally 
as to the nature of the initial sore they will con¬ 
tinue to be perpetuated, and the probability is 
that the treatment will be prescribed and followed 
out in a half-hearted manner. In sores with feebly 
marked induration one must determine whether 
this lack of hardness is a modified syphilitic indu¬ 
ration or only inflammatory thickening, the result 
either of mechanical irritation, too stimulating 
local applications, or due to natural tendencies of 
the individual. Some people seem to be prone to 
this pseudo-induration whenever they get an attack 
of “ herpes preputialis,” the vesicles becoming 
ruptured, forming ulcers which indurate at their 
bases. I have a patient who is gouty, in whom 
each attack of herpes follows this course. Al¬ 
though soft chancres may become the seat of in¬ 
flammatory hardening, it is always well to bear in 
mind the possibility of a dual inoculation, and 
to remember that, although the lesion or lesions 
which may be presented for your opinion are 


typically of the soft sore variety when you first see 
them , they may, nevertheless, in the course of 
three weeks, assume a different character, having 
developed into typical syphilitic lesions and upset 
all assurances, should they have been tendered, as 
to their benignity; for I am a dualist, and believe 
that the soft sore is a branch of the same family 
to which Impetigo Contagiosa of the skin belongs. 

Typical and well-marked induration .—Modifica¬ 
tion of the secondary phenomena may follow even 
when the primary lesion has been characteristic. 
The Hunterian chancre or the desquamating or 
ulcerating papule may all be succeeded by trivial 
and transient cutaneous and faucial troubles, not¬ 
withstanding that inguinal adenopathy is present 
and that the dorsal lymphatic of the penis is 
thickened. Such a course is unusual, particularly 
when the primary sore is of the classical Hun¬ 
terian type, and when there is multiple enlarge¬ 
ment of the lymphatic glands. Some years ago I 
collected about two hundred cases of initial syphi¬ 
litic sores in an endeavour to elucidate whether 
one was able to form any definite judgment as to 
the probable future severity of the attack, or other¬ 
wise, from the amount of deficiency of induration 
displayed by the chancre or from the enlargement 
of the inguinal lymphatic glands or by the thicken¬ 
ing of the dorsal lymphatic of the penis. On 
the whole, the result was a negative one. Some 
of the most pronounced chancres were followed by 
very light secondary sequelae, whereas several of 
the ill-marked sores were succeeded by severe 
manifestations. Of course individual idiosyncrasy, 
or resistence of the tissue to the toxic effects of 
syphilis, would account in part for this. In the 
absence of signs of alcoholism, malaria, struma, 
semi-starvation, and other debilitating causes, it 
seemed impossible to prophesy as to the probable 
severity or benignity of the attack unless general 
adenopathy was present, the occipital, sterno- 
mastoid, axillary, inguinal, and femoral lymphatic 
glands being enlarged. In these cases the subse¬ 
quent symptoms were always well marked. 

As I said before, modification occasionally fol¬ 
lows a typical Hunterian chancre, as in the follow¬ 
ing case. The patient had a well-marked, large, 
hard sore at the root of the penis, the rest of the 
organ having been protected during connection. 
The sore appeared three weeks after the act of 

coitus, and when he came to me he had multiple 
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and painlessly enlarged lymphatic glands. At 
first he refused to have internal treatment, so con¬ 
sequently the sore became progressively harder 
and naturally resisted all local healing efforts. 
Eventually he was persuaded to try constitutional 
methods, when it rapidly healed, leaving a well- 
marked and indurated cicatrix. It was not fol¬ 
lowed, as I expected, owing to the delay in com¬ 
bating it constitutionally, by any dermal symptoms, 
but only by faucial erythema. The patient, who 
belongs to that class of egotistical laymen “ who 
know more than any doctor,” discontinued his 
mercury, notwithstanding all warnings, at the end 
of three months, because , not having had any 
syphilitic eruption on the body, or not becoming 
bald, he concluded to his own satisfaction that the 
initial lesion must have been a “ boil or something 
else,” not syphilitic. The probability is that sooner 
or later he will develop tertiary syphilis, maybe 
of the cerebral type, either gummatous or the 
chronic endarteritic form, or perchance he will 
evolute parasyphilitic manifestations, such as loco- 
totor ataxia or general paralysis of the insane. It 
is just this class of case which turns up in after 
years at a special hospital or a lunatic asylum, 
when one so frequently gets a history of a mild 
attack of syphilis in bygone days which was 
“ cured,” as they express it, by three to six months 
or even less treatment. I have been particularly 
struck by the statements of patients, the subjects 
of specific cerebral michief, as regards the mild¬ 
ness or modification of their early signs, which 
doubtless led to a correspondingly short course of 
treatment by antisyphilitic remedies. Then fol¬ 
lowed a period of apparent freedom of the disease, 
until, perchance, “ the syphilitic headache” fore¬ 
shadowed the crash. The same statement is even 
more true of the parasyphilitic manifestations, 
locomotar ataxia and general paralysis of the in¬ 
sane. Many dispute a direct relationship between 
these diseases and syphilis, albeit that the per¬ 
centage of admitted former infection is so very 
high. Yet the oft-recurring tale of light primary 
and secondary symptoms, a short course of treat¬ 
ment to match, a period of quiescence, and then 
perchance an injury to the head may herald and 
usher in the climax. One knows how syphilis in 
its later manifestations elects for the exhibition of 
its vitality a part that has been injured, irritated, 
or debilitated, either in byegone years prior to 


infection, or at a less remote period. The same 
remark holds good for the parasyphilitic pheno¬ 
mena. As is well known, severe concussion may 
be followed by a train of nervous symptoms known 
as “ neurasthenia,” which condition may or may 
not be entirely recovered from. But when such 
an injury occurs to a syphilitic subject, it may 
be followed sooner or later by progressive changes 
in the nervous system. Bearing in mind the 
knowledge of these facts, it behoves the surgeon 
to whom a patient comes with primary or secon¬ 
dary syphilis, however mild, to look to the remote 
possibilities of the disease and to treat that case 
as pregnant with future troubles unless energeti¬ 
cally and persistently attacked ab initio. The 
responsibility for the ultimate dangers rests in 
great measure on the advice and treatment of 
those who undertake the treatment of this disease 
in its early stage, for when they fail into the hands 
of the physician, who deals more commonly with 
the later phases of the complaint, they may be 
beyond the reach of even palliative, much less 
curative remedies. 

Syphilis in the Female.— Acquired syphilis 
in the female is, in my experience, less viru¬ 
lent, taking case for case, than in the male. One 
more frequently meets with cases wherein the 
course of the disease is modified in women than 
in men, even where the infection is direct and not 
through impregnation. Whether this condition is 
a result of the catamenial flow acting as an elimi- 
nant I am not prepared to say. It has been re¬ 
marked by many observers how often one is 
unable to discover the primary lesion in the 
genital organs, even after careful search, although 
one knows that it must have existed. In cases 
where husbands have infected their w T ives, I have, 
after repeated search, hunting behind each fold 
in the vaginal mucous membrane, failed to dis¬ 
cover the initial chancre, and have had to wait for 
the development of some definite sign before un¬ 
hesitatingly pronouncing their infection. More¬ 
over, the roseola in the female is often very 
scarcely and faintly erupted, the fall of hair may 
be slight, the faucial troubles nil. But in them 
the sudden development of anaemia, with an ele¬ 
vation of temperature, however slight, should at 
any rate arouse suspicion and entail close and 
frequent observation of the skin and throat. When 
a woman is infected through the medium of her 
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embryo, the attack is on the average of a more 
modified form than when the infection is direct. 
One meets with cases of late syphilitic manifesta¬ 
tions in females who are apparently not cognisant 
of ever having acquired the disease, and in whom 
no past evidence either of a historical or visible 
nature can be elicited. Take the instance of 
women of middle age who develop around the 
knee-joints cutaneous gummata, not to be con¬ 
founded with erythema tuberculatum. You may 
not be able to discover one sign of former mis¬ 
chief after careful inspection of the usual tell-tale 
sites. In such a case that came under my care 
it was the woman’s children who supplied verifica¬ 
tion of the diagnosis by their signs of former con¬ 
genital syphilis. She herself declared that as far 
as she knew she had never exhibited any of the 
usual phenomena of syphilis, and apparently it 
was not until the advent of the climateric that she 
evidenced any indisputable sign of the disease. 
In her case there was a cutaneous gumma of the 
inner side of the knee-joint, which rapidly cleared 
up under appropriate treatment, leaving the well- 
known pigmented cicatrix. In many women who 
have been syphilised through the medium of the 
embryo the disease is so modified that none of the 
grosser manifestations of the disease are or have 
been noted. But they are languid, easily tired, 
look pinched, have become thin, with earthy com¬ 
plexion, and dull, lustreless, poorly-nourished hair. 
They may be said to be “ ailing, yet not definitely 
ill.” In these cases, with only symptoms that 
would suggest some other exciting cause, one must 
take into account the degree of syphilisation of 
the offspring, if such a course be possible, to 
explain the impaired health subsequent to mar¬ 
riage or maternity. In cases where I have got to 
know anti-nuptial syphilis in the husband, who 
has married without or against medical advice, I 
have been able to note this failing health in the 
wives who had formerly been fat, healthy, and 
fresh-complexioned girls. Some of the children 
of these marriages could only be said to be “ sus¬ 
picious,” lacking, beyond a flattened nasal bridge), 
any of the visible diagnostic signs of congenital 
syphilis. Some snuffled, others showed the marks 
before or after dentition—but the mothers were 
all of less robust appearance after maternity to 
what they had been in maidenhood—a difference 
that could not be attributed to a natural and 


healthy physiological sequence of matrimony. For 
these patients the tonic required is mercury, and if 
they do not verbally admit that improvement takes 
place in their general health after a short course 
of this drug, nevertheless their altered appearance 
and renewed energy speak for themselves. It 
must not be thought that, because the patient is a 
woman, and either shows no recognised symptoms 
or only modified ones, that disappear either with¬ 
out or with very little treatment, her internal 
economy will not suffer in the future. It is only 
a matter of time and degree. The recognisable 
dyscrasiae due to latent syphilis will sooner or later 
appear—and, perchance, from lack of medical 
history, or corroborative signs, cause the diagnosis 
to be obscured until “ When in doubt play syphilis ” 
gives the trump card to the doctor. If you have 
any doubt on this subject go to a lunatic asylum 
and sort out the true cases of general paralysis of 
the insane and the cerebral syphilitic ones, and I 
fancy the result will carry conviction on this point, 
and also the fact that so many of the sufferers had 
modified syphilis in the first instance and a short 
and spasmodic course of treatment. 

Congenital Syphilis. —Congenital syphilis may 
be said, like acquired, to have its Primary, Secon¬ 
dary, and Tertiary stages, all of which may be 
modified. In a large majority of cases the primary 
stage, if one may so call it, is passed through in 
utero. In this division the child is born with, or 
develops .directly after birth, dermal or mucous 
signs that are analogous to the secondary pheno¬ 
mena of the acquired variety of the disease. 
Another percentage are born apparently healthy 
and do not evince any irrefutable diagnostic sym¬ 
ptoms until about the third week after nativity— 
a term corresponding to the commonest period of 
incubation in the contracted form. In these chil¬ 
dren there seems to be a restraining influence at 


work during their foetal development which holds 
in check the progression and manifestation of the 
disease and so modifies the action of the virus 
that until they gain a separate existence they are 
to outward appearances free from taint. Their 
incubative period is spent subsequent: to birth, 
notwithstanding that their congenital affection 
must have originated with their being.- In these 
cases modification may be said to be initial. In 
congenital syphilis true modification appertains 
more closely to those cases which seem really, or 
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through lack of close and trained observation, to 
have been free from all the usual early signs of 
the disease and to have enjoyed a protracted 
period of immunity from all evidence of the 
malady until they develop symptoms which in 
an acquired case would be designated as of the 
Tertiary variety, such as corneitis, aural defect, 
visceral gummata, nervous affections, periosteal 
nodes, epiphysitis, or synovial articular sequelae. 
Such cases are often very difficult to diagnose, and 
a true state of affairs is at times missed or only 
arrived at by a process of elimination in which 
time and observation assist to unmask the mimicry 
of the other diseases. In many of these modified 
cases there are no hints to be gleaned from the 
facial or developmental condition of the patient, 
for the subjects are quite atypical from what is 
considered to be the congenital syphilitic phy¬ 
siognomy, &c. Besides, one is unable to ascertain 
if any infantile phenomena have been noted. I 
had a young lady, aged nineteen, who was brought 
to me primarily for a node on the tibia. Her 
father had had syphilis, and he suggested the 
possibility of the cause, notwithstanding that up 
to the appearance of the node she had never had 
any sign. Subsequently to the node she developed 
chronic interstitial keratitis of the left cornea and 
trouble in the right ear—all of which cleared up 
under constitutional and local treatment. Her 
features, build and teeth were typically the reverse 
of the congenital type. In a case of hydrops 
articuli, which was primarily thought to be of 
tuberculous origin, and the finely cut features of 
the patient, a boy, suggested that, rather than 
congenital syphilis, it turned out to be specific, and 
readily cleared up under anti-syphilitic remedies. 
In modified congenital syphilis the ultimate dan¬ 
gers owing to inadequate treatment are manifold, 
and often remote in development. All that I 
learn from my neurologist friends who have 
intimate acquaintance with the nervous after¬ 
effects of “ simmering congenital syphilis ” only 
goes to confirm what is patent from these cases 
v/hich ordinarily fall to the mesh of the surgeon, 
namely, that grave danger may accrue to the 
patient if the disease be unrecognised in its early 
stages, belittled or under-treated. The nervous 
phenomena usually occur at or about the advent of 
puberty, which seems to upset the balance of 
power hitherto existing between the tissues and 


the exciting cause, just as excess, shock, anxiety or 
worry does in the adult. 

Sir William Gowers, on page 64 of his Lettso- 
mian Lectures on “ Syphilis of the Nervous Sys¬ 
tem,” says: “ Stated in its baldest form, the con¬ 
clusion is that syphilis is an incurable disease. 
Stated in the form least liable to misinterpretation, 
and with the limits of exactness, it is this: There 
is no real evidence that the disease ever is or has 
been cured, the word ‘ disease ’ being here used 
to designate that which causes the various mani¬ 
festations of the malady. The short statement 
that ‘ syphilis is an incurable disease * is legiti¬ 
mate if we recognise that 1 incurable ’ means there 
is no proof of cure.” 

This is, indeed, an opinion that many must 
hope is subject to exception, and when we con¬ 
sider those cases of true syphilitic reinfection, a 
little ray of hope springs up that this statement 
may not be universally applicable. In syphilitic 
reinfection it would be natural to presume that 
before the patient could be reinoculated he must 
have eliminated in toto that which causes “ the 
various manifestations of the malady.” Such 
cases do occur from time to time, out to be posi¬ 
tive on this subject one must necessarily be ego¬ 
tistical and rely only on one’s own personal know¬ 
ledge of the fact that the patient really has had 
a prior attack, for which you yourself have treated 
him, or of which you can get the old notes of a 
competent observer, with notes of an initial lesion 
which was followed by unmistakable secondary 
manifestations of the disease. You must guard 
against mistaking a penile gumma, or recurrent 
induration at the site of the original chancre, 
which are necessarily part and parcel of the 
original infection, for a new lesion, and exclude 
from this category any case in which an element 
of doubt arises. It has been my good fortune to 
have been able to examine patients well advanced 
in years, and to study the old notes of their past 
syphilitic attacks. In many cases they were the 
fathers of grown-up healthy families, or even 
grandfathers, and were themselves perfectly 
healthy. If these patients, after a lapse of twenty, 
thirty, or forty years’ total immunity from sym¬ 
ptoms, in the enjoyment of robust health, could 
not be justly and safely deemed cured of the 
disease—well, then, syphilis is incurable. What 
struck me forcibly was that they had all been 
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temperate; treatment was commenced early, and 
had been regularly and conscientiously carried out, 
according to the case-book entries, for two or 
three years continuously. They had pegged away 
at their treatment long, long after all signs had 
disappeared, just as they had done when they were 
present. Of course the difficulty is to say pro¬ 
phetically, “ Your syphillis is cured and you will 
never suffer any more from any further manifesta¬ 
tion.” This one cannot do infallibly. All one can 
say is that a great proportion of cases who have 
been treated in a similar manner and for a similar 
period do not suffer again. One must remember 
that nervous and other specialists necessarily see 
a great number of sufferers from the later mani¬ 
festations of syphilis, because they crowd to them, 
but the fact must not be lost sight of that they 
form only a percentage of the grand total of the 
population who have suffered from syphilis. But 
of this I am convinced, that, taken case for case, 
the milder or modified form is fraught with 
more ultimate danger than the ordinary or charac¬ 
teristic ones. The reason is not far to seek. The 
modified types are liable to diagnostic errors 
ab initio , or the treatment afforded is pari passu 
with the objective symptoms. In my judgment a 
modified case, if properly and thoroughly treated 
from the first, should be so amenable to the reme¬ 
dies that if it cannot be called “ cured ” it will be 
that the time requisite for “ real evidence ” of non¬ 
recurrence will have been limited by the natural 
span of life. The motto in cases of modified 
syphilis should be “ Look ahead,” and remember 
that the future health of your patient, to a great 
extent, rests on the advice you tender him at the 
onset of his disease and the thoroughness with 
which he is treated from the first, and for at least 
two years subsequently, with mercury, and not 
iodides, as the mainstay of your remedies. 


Fractures of the clavicle, which have become 
very frequent in Paris since the use of the bicycle, 
are treated successfully by massage. It is only 
where the displacement of the fragments is very 
great that any retentive apparatus is applied. In 
those cases where a patient is anxious for a re¬ 
covery without any deformity, the seat of the 
fracture is laid open and the ends of the bone 
wired.— Medicine, October, 1899. 


A CLINICAL LECTURE ON 
IRITIS. 


Delivered at University College Hospital, Sept. 21, 1899, 

BY 

PERCY FLEMMING, M.D., B.S., F.R.C.S. 


Gentlemen, —As we have just seen a typical case 
of iritis, I will make iritis the subject of this after¬ 
noon’s lecture. The best way to understand the 
signs of iritis, its complications and dangers, is, I 
think, to take the well-known phenomena of in¬ 
flammation, and see how they are modified by 
occurring in such a special structure as the iris. 
To do this satisfactorily one must be familiar with 
the structure and relation of the iris. First as to 
its structure. The iris consists of two layers, the 
hinder being pigmented, and continuous with the 
hexagonal pigment cells of the retina,—the front 
one, the proper stroma of the iris, containing the 
proper pigment cells of the iris; these two layers 
are very loosely attached one to the other. The 
iris will be in relation posteriorly with the lens 
and posterior chamber, whilst by its anterior sur¬ 
face it will look into the anterior chamber and be 
separated from the cornea by the aqueous. The 
blood-supply of the iris is derived from the long 
ciliary vessels and the anterior perforating (ciliary) 
vessels. It is quite easy to see in a healthy eye 
the place where these latter vessels perforate the 
sclerotic, about a quarter of an inch behind the 
cornea; just before they perforate, these vessels 
give off very fine branches, which run towards the 
cornea in the episcleral tissue; these fine branches 
are not visible in a healthy eye. So much for the 
anatomy and relation of the eyes. 

We will now consider the signs of inflammation 
one by one as they affect the eyes. First as to 
redness. The effect of the congestion of the iris 
will be to change its colour and appearance; that 
is to say, it will look muddy and lustreless, and a 
blue or grey iris will become more greenish. This 
change of colour is not so noticeable in brown 
irides. Further, the effect of the congestion will 
be that the fine episcleral vessels will become 
dilated, so that a zone of redness will be seen 
round the cornea, between the latter and the point 
where the anterior ciliary vessels perforate. This 
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zone of congestion is called ciliary or circum- 
corneal; it is quite easy to see that it consists of 
very fine vessels arranged in a radial manner. 
Secondly as to swelling. The effect of swelling 
on the fine tissue of the iris will be that the latter 
will encroach on the area of the pupil, making it 
smaller and inactive. Thirdly, in regard to heat, 
although the eye does not feel hot when touched, 
the patients complain of a feeling of heat in it. 
Fourthly, the pain will be referred, in the first 
instance, along the ciliary nerves, which, you will 
remember, are branches of the ophthalmic divi¬ 
sion of the fifth. Soon the pain will radiate into 
the other branches of the ophthalmic nerve, espe¬ 
cially the supra-orbital and nasal, so that the 
patient will complain of pain round the eye and 
down the nose; in rarer cases the second division 
of the fifth nerve will become involved. The 
pain, as a rule, is intermittent, and varies from 
time to time, but is generally worse at night. In 
the fifth place we will consider the exudation that 
results from the inflammatory process. Remem¬ 
bering the relations of the iris, you will see that 
this exudation, apart from taking place into the 
tissue of the iris itself, will also be poured out 
anteriorly into the anterior chamber, posteriorly 
into the posterior chamber, and on to the anterior 
surface of the lens. The effect of it on the iris 
itself will be to make the tissue of the latter stiff, 
so that the pupil is sluggish and inactive; and 
the exudation will also be one factor in causing 
the change of colour of the iris previously men¬ 
tioned. Exudation accumulating in the anterior 
chamber will make the latter deep, and the 
aqueous will appear cloudy. If the exudation be 
fibrinous, deposits may occur on the posterior sur¬ 
face of the cornea. In some cases the exudation 
is purulent, and then pus will accumulate in the 
anterior chamber, so-called hypopyon, and occa¬ 
sionally blood may be poured out into the cham¬ 
ber (hyphaema). But the most important effects 
will arise from the exudation from the posterior 
surface; the inflammation, being usually of a 
plastic type, will bind down tile posterior surface 
of the iris (uveal) to the lens capsule. These 
adhesions are called synechiae, and to distinguish 
them from adhesions of iris to the cornea they 
will be designated posterior synechiae. The effect 
of these adhesions will he to make the pupil in¬ 
active. Thby cah be demonstrated by putting 


atropine into the eye, when, if the entire circum¬ 
ference of the pupil be not adherent, the latter 
will dilate between the points of adhesion, and 
the adhesions themselves will appear as fine 
drawn-out processes, pigmented, as they will be 
derived from the posterior layer of the iris. After 
such dilatation, the pupil will have a festooned 
outline, which is most characteristic of iritis. In 
other cases, if the atropine has been put in early, 
before firm adhesion has occurred, the pupil may 
dilate regularly, but the pigment layer will be 
pulled off from the back of the iris and remain 
adherent to the anterior surface of the lens. This 
is seen very well in the patient we have been 
examining, and you will notice on focal illumina¬ 
tion that there are a series of pigmented spots on 
the anterior surface of the lens, arranged in a 
circle which represents the size of the pupil before 
atropine was put in. In this case, if the use of 
the atropine had been delayed, the pupil would 
not have dilated circularly, and posterior syne¬ 
chiae would have remained. These dots are per¬ 
manent, and when seen in any case are a sure 
indication of a past attack of iritis. 

The chief complications and dangers of iritis 
arise from the exudation into the posterior cham¬ 
ber. In the first place, the adhesions may be so 
extensive as to bind down the entire circum¬ 
ference of the pupil to the lens; or, in still worse 
cases, the whole posterior surface of the iris may 
become glued to the lens. The former condition 
is spoken of as exclusion of the pupil, the latter 
as total posterior synechia. The effect of this 
exclusion of the pupil will be to arrest the normal 
flow of lymph through the pupil into the anterior 
chamber, and a condition of hardness of the eye¬ 
ball will result from the lymph being pent up in 
the posterior chamber. The pressure in the 
posterior chamber will, in consequence, rise, and 
the iris being fixed on the one hand at its 
pupillary edge, and on the other at its base, the 
intermediate portion will be bulged forward, so 
that the anterior chamber will become shallowed 
This bulging of the iri$ is called “ iris bombd” 
Another effect of the increased pressure, if it be 
not quickly relieved, is to damage the optic nerve, 
the point of entrance of the latter being the 
weakest point in the tunics of the eyeball. The 
term secondary glaucoma is applied to this con¬ 
dition of increased hardness; and it is one way in 


Digitized by 


Google 



The Clinical Journal.] 


MR. FLEMMING—IRITIS. 


[October 25,1899. 9 


which iritis may cause blindness. But we note 
specially that this condition of increased tension 
is associated with small pupil. Another way in 
which iritis causes blindness or great impairment 
of sight is by the exudation taking place into the 
pupillary area, and becoming organised on the 
anterior surface of the lens. This is spoken of as 
occlusion of the pupil, and sometimes as “ cata- 
racta lymphatica.” 

Iritis may be classified according to its cause 
or to the character of the exudation; thus we can 
have plastic iritis or a serous iritis. In the serous 
form, as a rule, there will be no synechiae or pig¬ 
ment on the lens. As regards its causes the most 
common is syphilis, next to that rheumatism or 
gout, and in other cases it may be tubercular. 
Gonorrhoea, too, is a cause, but usually only when 
gonorrhoeal rheumatism is present. Of course, 
injuries will set up iritis. 

With regard to the diagnosis , the most common 
mistake is to regard a case of iritis as one of 
simple conjunctivitis, and the importance of delay 
in treatment is obviously very great. The mistake 
arises from the simple reason that the eye is red 
in iritis, and the common cause of a red eye is 
conjunctivitis. But you will not make the mistake 
if you consider carefully the exact situation of the 
redness in the two cases. In iritis, as we have 
seen, the redness is most marked round the 
cornea, where it forms a pinkish zone of radiat¬ 
ing vessels, whereas in conjunctivitis the redness 
will be most intense on the palpebral conjunctiva 
and in the fornix, and will get less and less as one 
approaches the cornea. Further, the redness here 
is much more of a brick-red colour. Of course 
the two conditions may be combined; but if ever 
the circumcomeal redness is marked, the case will 
not be one of simple conjunctivitis. On the other 
hand, remember that circumcomeal redness is not 
pathognomic of iritis; its presence should always 
lead to a thorough examination of the eye. A 
common mistake is* to confound glaucoma with 
iritis; and iritis being the more common affection, 
the mistake is usually made in regarding a case 
of glaucoma as one of iritis. The main points, of 
distinction Will be that in iritis the pupil is small 
and the anterior chamber deep, whereas in glau¬ 
coma the pupil is dilated and the anterior cham¬ 
ber shallow. In usinjg the term glaucoma I am 
referring to primary glaucoma, and not to the 


secondary form previously described. The mis¬ 
take in diagnosis here is most serious, as the treat¬ 
ment of the two affections is quite different. This 
brings one to consider the treatment of iritis. 
What we have said as to the dangers and compli¬ 
cations of iritis furnishes the obvious indication 
for treatment to prevent the formation of posterior 
synechias and occlusion of the pupil. Atropine 
fulfils these conditions. By dilating the pupil it 
may prevent the formation of synechiae, or, if 
they have formed, may break them down if recent, 
and prevent the formation of fresh ones. It will 
further prevent the exudation blocking the pupil, 
and, apart from all these special actions, we know 
that atropine or belladonna is good in all inflam¬ 
matory conditions. It is used in drops of the 
strength of 4 grs. sulphate of atropine to the ounce. 
When the patient is first seen the drops should 
be put in at intervals of ten minutes, to get the 
pupil as dilated as possible. Subsequently every 
four hours will be sufficient; but it is most im¬ 
portant to get as strong an effect as possible at 
the first time of seeing the patient, in the hope 
of preventing the formation of synechiae. The 
drops are to be continued as long as there is any 
circumcomeal redness, and should be left off very 
gradually. Some patients cannot tolerate atropine, 
and soon show the effect of atropine irritation. 
A sort of eczematous shiny condition of skin of 
the lids is produced, giving rise to great irrita¬ 
tion. Under these circumstances it is impossible 
to continue with the atropine. Fortunately such 
cases are rare; and, under the circumstances, 
one would have to try the other mydriatics, such 
as duboisin or hyoscine, as it is impossible to 
continue the atropine. Atropine will relieve the 
pain; but if the latter be very severe a blister or 
a leech applied near the outer canthus will give 
relief. Leeches are specially indicated when the 
pain is very severe at night. Rest and protec¬ 
tion to the eye are most important, and the sound 
eye should be protected from the light as well as 
the inflamed one. It is very important to avoid 
cold and draughts; and, having regard to this, it 
is worth while to see that the patient does not 
sleep in a draught. The internal treatment will 
depend:upon the cause, but mercury is useful in 
all cases. In syphilitic cases it must be given in 
large doses, in rheumatic cases in smaller, and in 
these lktter salicylate of soda will be useful. 
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Lastly, when total posterior synechiae have oc¬ 
curred, and the pupil cannot be got to dilate 
with atropine, and the tension of the eye is in¬ 
creased, it is essential to do an iridectomy to 
restore the connection between the two chambers, 
so as to allow the lymph imprisoned behind the 
iris to escape into the anterior chamber. The 
iridectomy need not be a large one, and if the 
pupil is also blocked it may be advantageously 
performed down and in, so as to serve for visual 
purposes as well as fulfilling its primary indica¬ 
tion. 


CHAPTERS FROM THE TEACHING 
OF DR. G. V. POORE. 


No. XXVI. 

Gentlemen,— We dealt yesterday with alcohol, 
and we now come to the tests for alcohol. It 
really is not a very practical matter, because if 
alcohol is present in any quantity there can be no 
need for any particular tests of alcoholic fluids, 
and alcohol in an infinitesimal quantity may be 
expected to be found in the viscera or liver or any 
other part of anybody who is not a teetotaler. One 
of the best tests for alcohol is the formation of 
iodoform. Here is some alcohol, a drop or two, 
which I will dilute with water and add some 
iodine, and warm it. To the warm liquid I now* 
add some caustic potash. The fluid gets clear, 
and then I have iodoform precipitated in a yellow 
cloud. The smell of it is unmistakable. 

Next, a few words with regard to anaesthetics , 
ether and chloroform. With regard to the ad¬ 
ministration of anaesthetics, you have to remember 
that when a person takes anaesthetics he is not 
only “ under anaesthetics,” as it is said, but he is 
“ under surgery ”; and I want you to look at this 
question not from the point of view of the mere 
physiologist, but from the point of view of the 
practical man. There has been a great deal of 
discussion of late years as to how chloroform kills, 
whether it kills via the respiration, or whether it 
kills via the circulation; that is to say, whether it 
stops the lungs first or whether it stops the heart 
first. Now, when a patient is put under chloro 
ferm, the first thing you very often notice, if you 
are giving the chloroform pure, is a little irrita¬ 


tion ; that is to say, the patients very often 
swallow and wink the eyes, and the vapour of 
the chloroform is evidently a little unpleasant 
Sometimes in the early moments of giving chloro¬ 
form there are efforts at swallowing, and that you 
may take as evidence that the chloroform is irri¬ 
tating. Then the patient becomes noisy, and very 
often he begins to talk in a rambling and absurd 
fashion, very much like a drunken man. With 
the passing off of the noisy period there very often 
supervenes a third period, which is one of very 
great importance, and with w T hich you ought all 
to be familiar, during which respiration stops, 
and there is a strong muscular contraction of a 
tetanic kind. The patient will get rigid, and I 
will not say “ hold the breath,” because that 
would imply a voluntary act; but the breath is 
held and the respiration stops. It is very im¬ 
portant to distinguish between the mere noisy, 
obstreperous condition, and the condition in 
which the respiration stops and the person 
becomes almost the subject of tetanic spasm. 
When that condition occurs you must remember 
that respiration has stopped, and you must cease 
the administration of chloroform for a time until 
the spasm has passed off. The patient then falls 
into a deep, calm slumber, with the pupils con¬ 
tracted. The slumber gradually deepens, until 
all reflex movements cease; you may pinch the 
skin without the patient taking any notice, and 
you may touch the conjunctiva without there 
being any response. The patient being “ well 
off.” continues in a state which is hardly distin¬ 
guishable from ordinary sleep. As the narcosis 
or anaesthesia deepens you get a deep stertorous 
breathing, showing that the tone of the palate is 
lessened. In an ordinary normal case, your next 
stage is one in which the laryngeal muscles lose 
their tone and cease to act, and you get what is 
called laryngeal stertor. The condition of laryn¬ 
geal stertor is always a sign of danger in the 
administration of chloroform, and is one which 
requires the serious attention of the anaesthetist. 
It shows that the air is being drawn through an 
imperfectly opened glottis. When laryngeal 
stertor occurs, if you do not take suitable 
measures, the next thing which will happen will 
be death. Laryngeal stertor is often removed by 
simply pulling up the chin; why, I do not know, 
but it is a fact. If that does not succeed, you 

Digitized by Google 



The Clinical Journal.] 


DR. POORE’S TEACHING. 


[October 25,1899. n 


must take hold of the tongue and give it a sharp 
tug forward. It has been debated whether or not 
the tongue itself, by getting to the back of the 
pharynx and rolling back on the glottis, obstructs 
the respiratory tract. It probably does in some 
cases; that is all I would say; but, as a rule, that 
is not a danger. The danger is in the non-open¬ 
ing of the glottis. By tugging forward the tongue 
the abductors of the vocal cords are made to act 
vigorously. Very often laryngeal stertor is spoken 
of as laryngeal spasm. I dissent from that con¬ 
clusion altogether; I do not think we have any 
evidence that it is laryngeal spasm. It does not 
seem reasonable, when all the voluntary muscles 
have struck work, that the laryngeal muscles 
should take on an opposite line of action. It is 
really a state of paralysis. It you watch a patient 
with the laryngoscope you will see that every 
time the diaphragm descends the glottis opens, 
and with every inspiration you see the vocal cords 
separate. There is a due relation between the 
force with which the diaphragm descends and the 
degree to which the glottis opens, and if that due 
relation is maintained the respiration is normal 
and not accompanied by stertor. But directly the 
relationship is altered you get the stertor. Laryn¬ 
geal stertor occurs in cases of hiccup, because 
hiccup is a forcible descent of the diaphragm, 
irrespective of any respiratory need; it is a reflex 
spasm of the diaphragm often due to irritation of 
the stomach. The diaphragm goes down, but 
the vocal cords do not separate. Again, you get 
laryngeal stertor in whooping-cough. Why? You 
watch a child with whooping-cough, and you will 
often see it seize hold of something. Very often it 
will continue to cough—entirely expiratory efforts* 
—until it has got the lungs as empty of air as it 
can, and then, when the little thing is blue in the 
face, with protruding eyes, and you think it will 
be stifled, the diaphragm goes down with tre¬ 
mendous force, and the indraught of air is so 
gieat that the opening in the glottis bears no 
proper proportion to it, and you get the loud in¬ 
spiratory w r hoop of whooping-cough. That is not 
laryngeal spasm; there is no evidence of that at 
all; it is an insufficient opening of the glottis in 
proportion to the very forcible descent of the 
diaphragm causing a tremendous inblast of air. 
Again, there is a disease known as abductor 
paralysis of the vocal cords. In abductor para¬ 


lysis you find the voice is normal; the patient 
can speak perfectly well, but he cannot run up¬ 
stairs, and when such patients try to run upstairs 
they say “ their breath shuts on them ”; that is, 
with the forcible descent of the diaphragm caused 
by the rapid movement, the vocal cords are not 
able to separate sufficiently, and you get the laryn¬ 
geal spasm. 

Again, take laryngismus stridulus. That, I feel 
sure, is not a spasm. It is a condition which 
occurs in a flabby, rickety child, and the real 
cause of laryngismus stridulus is that the glottis 
does not open. The child wakes out of its sleep 
and suddenly finds that the vocal cords do not 
separate. I suppose none of us have ever gone 
through that little experience; but nothing can be 
more alarming than to suddenly w r ake up and find 
you cannot get your breath, and that the harder 
you try the more the glottis is pulled together. In 
laryngismus stridulus sometimes the child gets 
nearly asphyxiated, and has convulsions, which are 
called carpopedal contractions. Because there 
are those contractions of the hands, the result of 
asphyxia, people have rushed to the conclusion 
that laryngismus stridulus is a spasm. I do not 
believe it at all. It may not be a paralysis; but 
it is a flabbiness of the larynx, so that it does not 
open properly. If you take a dead larynx, as 
Marshall Hall did, and tie a bellows into the 
lower end of the trachea, and then work the 
bellows gently, the air comes in through the 
glottis; but directly you give a tug at the bellows, 
and thus imitate a forcible descent of the 
diaphragm, the soft parts about the upper part of 
of the larynx draw together, and inspiration is 
impossible. We are always finding that happen 
with our aspirating machines. If you get too 
forcible a vacuum and too flabby a tube, you get 
the sides of the tube sucked together, and conse¬ 
quently fail to aspirate. I believe it is exactly 
the same with laryngismus stridulus. If you want 
to get a child w r ith laryngismus stridulus to 
breathe, you stimulate it by a cold douche and 
by letting in air, and so forth. Laryngeal spasm 
is one of those things which nobody ever saw. Of 
course, when you get a noise, it is all very well 
to call it a spasm; but the fact that there is a 
noise is no evidence of spasm—a strong involun¬ 
tary muscular spasm I do not think one can say 
takes place. So that I am inclined to think that 
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in chloroform narcosis the last thing is the failure 
of the vocal cords to be drawn asunder by the 
posterior cricoarytaenoids, and other abductor 
muscles. There is no doubt whatever that in the 
great majority of cases death under chloroform 
supervenes via the lungs, and there is no doubt 
that the best safeguard to the patient is know¬ 
ledge on the part of the anaesthetist as to how 
these troubles come about, and what are the signs 
of danger. There is, however, no possibility of 
doubt that a great many patients die on the 
operating table from syncope; whether that syn¬ 
cope be due to the chloroform or to the surgery 
does not matter at all; but as practical men you 
have to recognise the fact that patients do die 
from syncope. It was my duty at one time, when I 
was resident medical officer, to give anaesthetics 
very often, and I have seen several patients 
faint, and have been able to stop the operation. 
The patients suddenly turn pale and bead with 
perspiration, and, if the anaesthetist is not looking 
after his patient carefully, he will get fatal syncope. 
I take it that before the days of anaesthetics there 
were deaths upon the operating table, and pro¬ 
bably they were deaths from syncope, induced by 
the frightful shock of the operation. I remember 
one case when I was resident medical officer, but 
I was fortunate enough not to be giving the 
anaesthetic. It occurred in the out-patient room. 
A little boy had come from the country to be 
operated upon for squint. He was put upon the 
table, and the anaesthetic was still only half ad¬ 
ministered when he died. That undoubtedly was 
a case of syncope. When we came to investigate 
the matter we found that, in the first place, this 
boy was under the apprehension that he was to 
undergo an operation, and that he was to have 
his eye cut. A human being gets into a state of 
nervous excitement, which very often interferes 
with the appetite and digestion and so forth. He 
was brought up in the early morning, and was 
told he was not to have any dinner. That was 
all right; but we found this child had been prac¬ 
tically without anything to eat, although it was a 
cold day, and the anaesthetic was given at three 
o’clock in the afternoon, and he had got into a 
very depressed condition before the operation. I 
think sometimes that is the cause of the trouble. 
You have always to be careful to see that the 
patient has not been starved, but that he has had 


some liquid easily-digestible food two or three 
hours before the operation begins. 

The treatment of chloroform narcosis is by 
stimulants. You give the tongue a sharp tug 
forward, which produces a reflex contraction ot 
the posterior cricoarytaenoids and part of the vocal 
cords, and then the next step is to employ arti¬ 
ficial respiration. 

With regard to the detection of chloroform, 
that is not a lecture-room experiment. In ordi¬ 
nary cases of death from chloroform there is 
usually very little doubt as to the cause. There 
is only one case which I know of in which a man 
died from an internal administration of chloro¬ 
form. If doubts exist as to whether a man has 
chloroform in his body, the only way of testing 
is to take - the contents of the stomach and other 
viscera and distil, when you may get chloroform 
driven off by distillation; and then you must de¬ 
compose the chloroform by passing it through a 
red-hot tube; the chlorine thus formed give* you 
a precipitate with nitrate of silver. I cannot 
show you that. The liquid test for chloroform, 
again, is not a lecture-room experiment. It con¬ 
sists in adding to the chloroform fluid a little 
aniline and some alcoholic solution of potash and 
gently heating, when an odourous body, isonitril, 
is given off, which would soon drive us from the 
room. I did it yesterday morning in my room 
downstairs, and the odour has not left the place 
yet, although the windows have been open almost 
continuously. 

Allied to chloroform is chloral hydrate , which 
is a familiar drug. You know the little irregular 
crystalline particles of which it is composed; and 
# you know the familiar smell of melons. I will 
put some on platinum foil and heat it over a 
lamp. It melts, and leaves a little white residue. 
Neither chloroform nor chloral are combustible: 
therefore chloroform is a much more convenient 
anaesthetic than ether. I will make a weak solu¬ 
tion of chloral hydrate and divide it into two 
parts. To one part I will add a little ammonium 
sulphide. There is no immediate change. I will 
put it aside. You will see it first goes milky and 
yellow, then it turns to fine pink, and then 
salmon colour. To the other I will add some 
caustic potash, and I get the smell of chloroform. 

Carbolic acid* or phenol, is a poison of great 
practical importance. It is largely used as a dis- 
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infectant; it is a common household necessity, 
and has caused death very many times. The cases 
have usually been accidental. When strong it is 
an oily-looking fluid, slightly coloured, and has 
been given by the mouth and administered as an 
enema in mistake for castor oil. 

Phenol is one of the now innumerable bodies 
*hich we get from coal tar. Its formula is given 
as C 6 H 5 OH. Although called an acid, and 
capable of feeble and doubtful combinations with 
bases, it is neutral to test paper, and has more 
affinity with alcohols than with acids. 

It is very important to remember this. It is 
called an acid, and it has irritant and corrosive 
properties, and the student is apt to jump to the 
conclusion that, as a poison, it must be classed 
with corrosives. This is an error, because its 
narcotic power, which it shares in common with 
many other alcohols, quickly makes the patient 
unconscious of irritation or corrosion. 

The following cases are fairly characteristic. 

Poisoning by Carbolic Acid. —(Ferrier, 1 Brit. 
Med. Jour.,’ February 15th, 1873).—John W—, 
aet. 7, a boy in Central London District School, 
Hanwell, was found at four in the morn¬ 
ing of January 30th lying unconscious on the 
floor and breathing stertorously. There was com¬ 
plete muscular relaxation and anaesthesia. Pulse 
feeble, rapid, 160, temperature “greatly lowered.” 
Pupils strongly contracted, saliva flowed from the 
mouth. All efforts to rouse him failed, and he 
died at 10.45, about seven hours after the first 
symptoms. 

P.M. (twenty-four hours after death).—Great 
congestion of the brain. General venous conges¬ 
tion in thorax and abdomen, the blood being 
very dark and fluid. Lungs congested, the seat of 
both vesicular and intercellular emphysema. The 
mucous membrane of mouth, throat, stomach, and 
oesophagus was white, sodden, and corrugated, 
but not detached; some injection at cardiac end 
of stomach, but no capillary haemorrhage. Liver, 
spleen, and kidneys hyperaemic. Urine of slight 
olive greenish tint and peculiar mixed odour; 
contained no albumen. The tissues generally, 
but especially the upper part of the alimentary 
canal, smelt of carbolic acid. 

Bromine water (Landolt’s test) added to the 
urine gave a copious yellowish precipitate of tri- 
bromophenol. 


Here is another case. On February 13th, 
1873, a woman aged forty-four, suffering from 
emphysema and bronchitis, was given, by a mis¬ 
take of the nurse (at hospital) nearly a fluid ounce 
of impure commercial carbolic acid. 

When seen by the house physician she was 
sitting up in bed labouring under great dyspnoea, 
and apparently suffering great pain, the situation 
of which she indicated by pressing on the 
sternum. She was very restless, and groaned re¬ 
peatedly. Breath smelt of carbolic acid, interior 
of mouth and lips was charred white, and there 
was a brown scar on the chin. Pulse 140, feeble; 
she swallowed an emetic of sulphate of zinc and 
oil with great difficulty, and soon lost the power 
of swallowing entirely. The stomach pump was 
used, and the stomach washed out with warm 
water; the breathing became slow and stertorous, 
the pulse very feeble. She became comatose, 
and died in fifty minutes after taking the poison. 

P.M.—Brown stain on chin. The mucous 
membrane of mouth, oesophagus, and stomach 
converted into a white soft material, giving the 
organ very much the appearance of being covered 
with a thin layer of white lead, which easily 
peeled off, exposing a bright red surface beneath. 
There were a few congested patches in duodenum. 
The stomach was strongly corrugated, and con¬ 
tained about two ounces of brown fluid, smelling 
powerfully of carbolic acid. No smell of carbolic 
acid anywhere else. (Left lung congested, right 
emphysematous, bronchial mucous membrane of 
both injected. Larynx and trachea natural.) The 
ventricles of brain contained about an ounce of 


clear fluid. 

The following case is equally characteristic. 
(* Brit. Med. Journ.,’ April 23rd, 1881.)—A man, 
aged thirty-nine, took a wineglassful of strong car¬ 
bolic acid at 11.30 a.m. on January 4th, 1881. 
He was brought to King’s College Hospital at 
twelve. Comatose; stertorous breathing, 36 per 
minute. Lips shrivelled and white; breath smelt 
of carbolic acid; one or two scars round angle of 
mouth. Eyeballs prominent; pupils contracted, 
insensible to light; complete anaesthesia. Pulse 
full, soft, intermittent, 120. Temperature 95 0 F. 
No convulsions, no vomiting; urine and faeces re¬ 
tained. Stomach pump was used, and sinapisms 
were applied. Death occurred at 1.35 p.m., pre¬ 
ceded by profuse perspiration about head and 
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P.M. (twenty-six hours after death).—Post¬ 
mortem staining and rigor mortis well marked. 
Blood fluid, and filling all the cavities of the 
heart, of a mulberry colour, and with a faint 
odour of carbolic acid. Mucous membrane of 
stomach almost entirely eroded, “ and lay in 
lines along the posterior surface, looking and 
feeling like whipcord.” The mucous membrane 
of oesophagus “ gathered into folds and looking 
like cigarette paper.” Organs generally congested. 

In these cases you will notice there was uncon¬ 
sciousness, contracted pupils, stertorous breath¬ 
ing, quick pulse, and low temperature. The skin 
is clammy and moist, and but for the history and 
the well-known smell of the poison, such cases 
might readily be mistaken for opium poisoning. 
Although the acid is very irritating, it does not 
cause perforation of the stomach because of its 
great coagulating effects on albuminous tissues. 
Again, it differs from the common irritant poisons, 
inasmuch as vomiting is the exception and not the 
rule. The bowels are inactive, and the urine 
tends to develop a brown colour after it has been 
passed some time. 

The congestion of the organs post mortem is 
due to the mode of death, the respirations slow 
down and the heart’s action continues, and hence 
we get the post mortem signs of asphyxia. 

External Application .—Absorption by the skin 
has led to equally fatal and no less rapid results 
than internal administration. 

Three very remarkable cases of this kind have 
been detailed by Machin (‘ Brit. Med. Journ.,’ 
February, 1868). Three women afflicted with 
scabies had their skin rubbed with carbolic acid 
in mistake for sulphur lotion. All three rapidly 
became unconscious, and two of them died. 
Hoppe-Seyler (‘ Pfluger’s Archiv. fiir Physiologie,’ 
v., 1872) also relates two similar cases. Two 
apprentices, suffering from scabies, while rubbing 
each other on the hand and back with a mixture 
of carbolic acid, water, and alcohol, of which car¬ 
bolic acid formed about one-eighth, were, during 
the process, suddenly seized with giddiness and 
intoxication, and both fell into a state of stupor. 
One of them died in this state, while the other 
ultimately recovered, and remembered nothing, 
except the feeling of tension in the head and 
giddiness which he experienced at the first. 

(‘ London Med. Record,’ February 26th, 1873.) 


When called to these cases it is very important 
to use the stomach pump and wash the stomach 
out. In consequence of the deeply comatose 
condition emetics often fail to act. If you have 
it at hand you may give an injection hypodermi¬ 
cally of 10 minims of the Injectio Apomorphinae 
Hypodermica. The best treatment is to administer 
sodium sulphate tolerably freely. Albuminous 
fluids, such as white of egg and milk, may be 
given with advantage. 

The best test for carbolic acid is the smell, 
which is powerful, persistent, and very character¬ 
istic. Ferric chloride strikes a blue colour in 
dilute solutions; but this is not a very delicate 
test, and when the quantity is so small as not to 
be detectable by the nose, the ferric chloride test 
will often fail. 

By far the most delicate test is bromine water, 
which gives a white flocculent precipitate, with 
very minute quantities of phenol. From an 
organic mixture you may get the carbolic acid by 
distillation. 

I here have some thick arrowroot, which I will 
ask you to imagine has been taken from a 
stomach. I add thereto a drop of phenol, and 
place it in a big test-tube. The test-tube is closed 
by a cork, perforated and fitted with a long glass 
tube, bent to an angle, rather less than a right 
angle. I allow the end of this tube to dip into some 
bromine water contained in a second test-tube, 
and then I apply heat by means of a spirit lamp 
to the first tube containing the arrowroot. We 
are soon rewarded by seeing a clear drop slowly 
sliding down the long glass tube towards the 
bromine water, and so soon as it touches it a 
whitish flocculent precipitate is produced. It is 
advised that the contents of a stomach before 
being subjected to distillation should be made 
acid by the addition of sulphuric acid. The 
object of this is to free the carbolic acid from any 
feeble combinations into which it may have 
entered. 


A short time ago the therapeutic value of guaia- 
cum in acute and chronic gout was fully dealt with 
in a communication which appeared in the 
1 Medico-Chirurgical Transactions,’ and it will be 
of use to many to know that Messrs. Burroughs 
Wellcome & Co. have introduced a “ tabloid ” of 
guaiacum resin enabling this substance to be pre¬ 
scribed without its acrid pungency being notice¬ 
able. 
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A CLINICAL EVENING AT THE 
HARVEIAN SOCIETY, 

October 19th, 1899. 

H. E. JULER, F.R.C.S., President, in the Chair. 


A remarkable instance of uncontrollable vomiting 
relieved by laparatomy and manipulation in a case 
of gastric obstruction, due to the pressure of an 
aneurysm, was brought forward by Dr. Ewart and 
Mr. Jaffrey. 

Mr. Jaffrey said: The patient, a cook, aged 
forty-nine, was sent by Dr. Cary, of Chelsea, to 
St. George’s Hospital, on August 24th, suspected 
of intestinal obstruction, with constipation and 
persistent vomiting of about one week’s duration. 
The patient, an abstemious woman, originally 
strong, and always healthy but for jaundice in 
childhood and rheumatic fever at the age of 
forty, but now wasted and prostrate, had had 
a prolonged attack of constipation and of frequent 
vomiting at Christmas, but was not then laid up in 
bed. For the last year she had had morning 
vomiting after taking tea. The present attack 
began with epigastric pain, vomiting and diarrhoea, 
and she came under Dr. Ewart’s care after having 
been examined by Dr. Dakin and found free from 
uterine disease. She was then much exhausted, 
but the pulse was large and very tense, and the 
radial artery tortuous. The costal arch was de¬ 
pressed, the abdomen flat, tender, and tense. A 
pulsating mass, with systolic bruit and thrill, could 
be distinctly felt in the left epigastric and um¬ 
bilical region. The vomiting of all ingesta, and 
even of plain w r ater persisting, in spite of the 
ordinary measures of treatment and of diet, in¬ 
cluding rectal injections of water, and malignant 
disease or ulcer of the stomach being suspected as 
the cause, Dr. Ewart asked me to see this case 
in consultation with him on August 26th. There 
was a swelling midway between the umbilicus and 
the ensiform appendix, which appeared to me to 
pulsate more freely than one would expect from a 
growth in the stomach lying over the aorta; how¬ 
ever, taking into consideration the symptoms and 
the swelling, we agreed that an exploratory lapa¬ 
rotomy should be done ; this I did the following 
day. I made an incision from four to five inches 
long about the umbilicus ; the stomach presented 
in the wound, and on examination was quite 
healthy, though dilated; and, on further exami¬ 
nation, the swelling we had felt through the 
abdominal walls proved to be a large fusiform 
aneurysm of the abdominal aorta; it commenced 
about half an inch below the aortic opening of 


the diaphragm, and extended to the level of the 
umbilicus. The pyloric end of the stomach was 
flattened over the convex surface of the aneurysm, 
so much so that it caused obstruction to the 
passage of the contents of the stomach to the 
duodenum; this seemed to me to be partly due 
to the weight of the dilated stomach and its con¬ 
tents, the colon and omentum. I deemed it ad¬ 
visable to pull as much as possible of the stomach 
on to the right side of the aneurysm, so as to re¬ 
lieve this pressure. The wound was dressed with 
dry cyanide gauze, and the sutures were removed 
on the eighth day. The patient bore the opera¬ 
tion well, and, although slight vomiting frequently 
recurred for several days in connection with 
nausea, excited by the smell of brandy, the alarm¬ 
ing symptoms disappeared, and the patient slowly 
improved, and is now able to take solid food and 
to walk for short distances. She complains of 
burning sensations at the epigastric region, and 
has general hyperaesthesia of the abdomen; but 
the pulsating mass is less easily felt, and the radial 
pulse has lost its previous size and tension. 

Dr. Ewart said : —Addressing myself to the 
practical points, the condition described by Mr. 
Jaffrey seems to show that this was an unusual 
case, in which the obstruction to the passage of 
food was not due to the common cause we have 
so often observed, the ordinary kinking, which is 
generally brought about by a difference in the 
relative position of parts. In this case there was 
quite a different mechanism, and it may in future 
be shown that this is not so very unusual, though 
in our past experience it is an uncommon record. 
This mechanism differs from that which I have 
just referred to; it consisted of two factors, ten¬ 
sion and pressure. The tension was produced by 
the weight of the stomach and the fluid contained 
in the fundus. The pressure was produced by 
the resistance of the prominent parts behind, in 
this case an aneurysm. Of course, a kyphotic 
spine might have effected exactly the same result, 
anything projecting in that condition might have 
done the same, might have exerted sufficient force 
to have produced occlusion. Admitting this to be 
the mechanism, and it seems to be proved by the 
relief afforded by the procedure adopted, which 
was merely pulling as much as possible of the 
stomach on to the right side of the aneurysm, 
thereby raising the weight, relieving the tension, 
and placing the fundus on the favourable side of 
the tumour, the same appears to apply in another 
set of cases, which are not uncommon. 1 
hope the Society will bear with me if I diverge 
to this other set of cases, which are more impor¬ 
tant, because more frequent, and perhaps more 
amenable to ordinary treatment. The obstruction 
as a rule produced by this mechanism takes place 
below the pylorus, and not above it. The ob- 
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struction occurs, according to reported cases by 
various observers, at the third portion of the 
duodenum, where it passes behind the mesentery 
and is crossed by the origin of the superior me¬ 
senteric artery. As far back as 1850 Rokitansky 
had called attention to this mode of obstruction 
to the onward passage of food through the duo¬ 
denum, and he referred it especially to the tension 
set up by prolapse of the mesentery and the drag 
on the mesentery by the weight of the prolapsed 
intestine. Looking back, cases will be remem¬ 
bered in the post-mortem room where the small 
intestine was completely collapsed and empty, and 
was hanging in the pelvis, so that none of the 
convolutions occupied the usual position, but 
were altogether hidden in the pelvis. A tew days 
afier this operation by Mr. Jaffrey, I had a patient, 
aged fifty-nine, a woman, who resembled this 
present patient in respect of the great exhaustion 
which she presented, the history of increasing 
emaciation, of dyspepsia, and of vomiting. She 
was in an advanced stage of what appeared to be 
pernicious anaemia, and she had during the last 
few weeks been unable to retain food; then a 
little cessation occurred of the vomiting, but a 
week before she died she began vomiting again. 
I tried injection of water into the rectum, which 
is often so useful in stopping vomiting, but without 
result. The patient was suffering from gangrenous 
stomatitis, and, post mortem, infective pneumonia 
with pus in the pleura was found. I do not, how¬ 
ever, think the vomiting was due to this. I attri¬ 
bute the vomiting to the mechanism I have re¬ 
ferred to. At the post-mortem exactly the state 
of affairs which I have been describing was found. 
On raising the colon, which formed a large 
U-shaped loop downwards, we found nothing but 
the plain surface of the mesentery extending to 
the pelvis, and in the pelvis was the diminished 
small intestine contracted and absolutely empty. 
The duodenum, however, was slightly distended, 
and contained some, not faecal, but feculent fluid. 
It appeared, therefore, that whereas the small in¬ 
testine was entirely empty, the contents of the 
duodenum had been retained above the point of 
occlusion, and that exactly corresponded with the 
attachment of the mesentery and the origin of the 
superior mesenteric artery’. This has been de¬ 
scribed by Rokitansky and by Glenard, who also 
dwelt upon the part taken by the mesentery at the 
jejuno-duodenal junction, as he calls it. Passing 
now to the practical aspect of the question, a 
recent paper by Albrecht, in Virchow’s 4 Archives,’ 
enters very closely into the whole subject, and 
Albrecht gives expression to the view that a great 
many cases presenting symptoms of exhaustion, 
which die with persistent vomiting, especially after 
severe operations, are really victims of this trouble. 
He also mentions his opinion that the prolonged 


anaesthesia incidental to the operation may have 
a share in setting up the atony present in these 
cases. We are all familiar with these cases of 
exhausted and emaciated people with flat 
stomachs, depressed ribs and with persistent 
vomiting that ends in death. It is just conceivable 
that many of these cases present exactly the 
changes which I have endeavoured to describe, 
and then comes the question as to our share in 
the treatment. I may say that our object should 
be to relieve cases of this kind if necessary as this 
patient was relieved, but to procure this relief if 
possible without the intervention of the surgeon. 
Albrecht of course naturally concludes that it 
is essential for this purpose to avoid the supine 
position in these cases. The supine position is 
absolutely fatal where this mal-position or this 
atony exists, because the intestine naturally sinks 
into the hollows of the body, and there is no 
chance of anything doing any good so long as 
there is the weight dragging and setting up ten¬ 
sion. The patient should be placed on one side, 
more especially on the right side than on the left, 
so that fluid may have an opportunity of escaping 
towards its natural outflow. That, however, may 
not be sufficient, and the most thorough treatment 
would be to place the patient in the knee-elbow 
position, but I need only draw your attention to 
the fact that, in these cases of exhaustion to so 
advanced a stage, such a procedure is almost im¬ 
possible, even supposing you support the patient 
with pillows, etc. I suggest, as an instalment 
towards the perfect treatment of these cases, that 
the foot of the bed should be considerably raised, 
and that the medical man in attendance should 
himself apply manipulation, which, from a know¬ 
ledge of the disturbed anatomy of the parts, he 
would be able to apply effectually. It is to be 
hoped that, if these points are attended to, per¬ 
haps in the future the lives of these patients may 
not be hazarded by the mechanical factors I have 
described. 

The President : I should like to ask Mr. 
Jaffrey if he knew, before operating, of the proba¬ 
bility of an aneurysm being present. 

Mr. Jaffrey : No, it was a surprise. 

Dr. Jaff£ : Was any attempt made to relieve 
the vomiting by washing out the stomach? 

Dr. Ewart : It was thought probable that the 
case was one of carcinoma of the stomach, with 
transmitted pulsation; that was my state of mind 
when Mr. Jaffrey was called in. The stomach 
tube was not passed nor was the stomach washed 
out. Albrecht describes in his paper acute dis¬ 
tension of the stomach, which he thinks may often 
be brought about in this way ; but in the case of 
the second patient I referred to, who died, the 
case was not one of' dilatation, for the stomach 
was found contracted. 
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a clinical lecture. 

by 

W. J. WALSHAM, F.R.C.S., 

Surgeon and Lecturer on Surgery, St. Bartholomew’s 
Hospital. 


Gentlemen, —At the end of our last lecture I 
was speaking about the treatment of equinus in 
general. I now wish to enter somewhat into 
detail as regards the application to individual 
cases of the principles I then mentioned. 

In the first place, let us take a very slight case, 
such as you see in this boy, in which the equinus 
consists of little more than right-angled contrac¬ 
tion. Here you will notice there is practically 
no shortening; the limbs are nearly, or very 
nearly, the same length. Such a case, as I have 
already told you, is the result of very slight para¬ 
lysis; the muscles have almost or completely re¬ 
covered, but the foot, owing to the adaptive 
shortening of the calf muscles during the time 
that the anterior muscles were partly paralysed, is 
held in a slight equinus position, or at any rate 
cannot be forced up beyond a right angle. The 
muscles all react well when the electrical test is 
applied, or the slightest degree of paresis of some 
of the anterior muscles is perhaps shown. In 
such a case all that you would have to do would 
be to divide the tendo Achillis and put the foot 
up a little beyond the right angle in plaster of 
Paris, and keep it up so for a week or ten days; 
if at the end of that time you apply massage and 
electricity for some months, combined with such 
exercises as tend to stretch the tendo Achillis, the 
chances are that the patient will not have to wear 
any apparatus at all, but will be completely cured. 
But perhaps the next case you meet with will be 
one in which there is some shortening of the limb. 
In this girl, for instance, the limb is an inch or 
so shorter than the opposite one. Here a boot 
with thickened sole—a high boot, as it is techni¬ 
cally called—will be necessary. This is the boot 
that the girl has been wearing. The ugly appe^r- 
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ance of the thickened sole when the shortening is 
slight can be overcome by having the thickening 
partly within the uppers (see Fig. i), and the 
shortening may be compensated for by decreasing 
the thickness of the sole, or, at least, of the heel, 



Fig. i. 


of the boot on the opposite side. But when the 
paralysis of the anterior muscles is much marked, 
in addition to the high boot you must have some¬ 
thing to counteract the falling of the foot down¬ 
wards into the equinus position again, which it 
will certainly do if you merely content yourself 
with dividing the tendo Achillis, rectifying the 
deformity, and then telling the patient to get 
about without apparatus. For such, a toe-raising 
spring must be applied, to counteract the tendency 
to adaptive shortening of the calf muscles. There 
are many forms of toe-raising springs. The one I 
usually employ is that shown here (see Fig. 2). 



Fig. 2. 


It is fixed to a leg iron and acts on the boot 
below the socket in the iron corresponding to the 
ankle-joint. The spring tends to continually 
draw the boot, and with it the foot, towards the 


position of dorsal flexion. It should be just 
strong enough to dorsal flex the foot when the 
calf muscles are relaxed, but not so strong that 
the calf muscles, when contracting, are unable to 
overcome its resistance, or in doing so are sub¬ 
jected to unnecessary strain. When thus nicely 
adjusted and kept in working order it will prevent 
a relapse, which would otherwise almost surely 
occur. This boy was treated three and a half 
years ago, by such a spring, in the Orthopaedic 
Department, after division of the tendo Achillis, 
and you see he has practically not relapsed at all. 
His foot goes up well beyond the right angle. If 
too strong a spring is used, moreover, there is a 
risk in these paralytic cases of overstretching the 
tendo Achillis. 

Let us next discuss the treatment of paralytic 
equinus when combined with varus. This varus, 
as I stated in my last lecture, is generally due to 
more or less paralysis of the peronei, in addition 
to other muscles of the anterior group. But the 
inversion of the foot met with in the paralytic 
cases, it should not be forgotten, may depend 
upon a slight rolling inwards of the leg at the 
knee-joint, the result of paralysis of the external 
rotators of the knee; or, indeed, upon a rolling 
inwards of the whole limb at the hip, consequent 
upon paralysis of some of the pelvo-femoral 
muscles. 

When the paralysis is confined to the leg 
muscles acting on the foot the varus position may 
be corrected by an iron, or irons, attached below 
to the boot, and above to a calf piece. In slight 
cases a single iron on the inner side of the leg, 
combined with a T-strap attached to the outer side 
of the boot and buckling over the inner iron, may 
be sufficient; but I have found by experience that 
an iron on each side of the leg is preferable to a 
single inner iron, and is certainly always required 
if the varus is much marked. Supposing, then, 
that you have decided on the use of a boot with 
an outer and inner iron attached above to a calf 
circlet, the next point to determine is the spot on 
the inner and outer side of the boot respectively 
to which they should be attached. The outer 
iron should be fixed to the heel of the foot half an 
inch or more in front of the inner iron so that 
when the instrument is adjusted to the leg, and 
the irons lie parallel to the side of the calf, the 
outer iron being in front of the inner at its attach- 
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ment to the heel of the boot, necessarily turns 
the foot out. The calf circlet should be applied 
to the leg just below the tuberosity of the tibia. 
In each iron there should, of course, be a joint 
corresponding to the centre of rotation at the 
ankle-joint. When the inversion is in part due 
to a looseness of the knee-joint, and consequent 
rotation inwards of the leg at this situation, the 
outer iron, or, better, both irons, should be carried 
above the knee and fixed to a thigh circlet, free 
joints being provided in each corresponding to 
the centre of movement at the knee, whilst, when 
the rotation inwards occurs at the hip, the outer 
iron should be prolonged up the thigh and fixed to 
a pelvis girdle,—a joint, of course, being provided 
at the hip. The eversion may now be obtained 



Fig. 3.—Aluminium boot. 


by giving a slight twist-out to the short portion of 
the thigh iron which extends between the hip- 
joint and the pelvic band, and will generally be 
found to answer the purpose as well, if not better, 
than the more elaborate and expensive contriv¬ 
ances which have been employed for the purpose. 

So far I have only referred to cases in which 
there has been a moderate degree of shortening. 
Where this amounts to as much as four inches or 
more, instead of dividing the tendo Achillis, recti¬ 
fying the foot, and then prescribing a boot with a 
high cork sole which is exceedingly ugly, I now 
generally employ the O’Connor extension ap¬ 
paratus. This consists of an aluminium boot (see 
Fig. 3) accurately fitting the foot and leg, with the 
foot in the equinus position (see Fig. 4), the foot 
resting on a platform (see Figs* 5 and 6) which is 
made exactly to the required height. When the 


foot is in the apparatus a stocking or sock is 
drawn up over the whole, and an ordinary shoe 
or boot can then be worn (see Fig. 7). In this 
apparatus the weight of the body is transmitted 
to the heel, leaving the toes free and at rest, and 
thus avoiding the corns that are so apt to occur 
in using the ordinary orthopaedic boot with the 
raised and sloping heel, formed of cork, in the 
inside of the boot. The support given by the 



Fig. 4. 


lacing piece to the ankle will in some cases enable 
the patient to dispense with irons. 

When it is necessary to carry irons to a pelvic 
girdle some contrivance should be employed 
whereby the boot can be removed without at the 
same time taking off the whole instrument, which 
would, of course, necessitate partial undressing. 
This can generally be done by having the irons 
made to fit into a square socket in the heel of the 
boot. This method answers very well when the 
boot and irons are new, but after a time, when the 
socket gets worn, the iron is apt to slip out. A 
better apparatus for the purpose is the one I show 
you here (Fig. 8). It consists of a combination 
of the square and round socket. The pivot of 
the joint, when the portion of the leg-iron below 
the ankle is at a right angle with the portion 
above, allows the lower portion with the boot to 
be slipped out, as seen in the figure, whilst 
when in the walking position the joint is secure. 
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Fig. 5.— Foot in equinus position resting on platform. 


This apparatus costs a little more, but is more 
convenient; and when the instrument reaches to 
the waist the patient will not have to take the 
whole affair off in order to change his boots. 

Many of these cases of equinus and equino- 
varus are combined with cavus and a clawed con¬ 


dition of the toes. For this condition the plantar 
fascia should be divided, and in some instances 
the extensor tendons. At the hospital the foot 
is then straightened out as much as possible by 
encasing it and the lower two thirds of the leg in 
plaster of Paris. A better result, however, can 
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Fig. 6.—Foot in equinus position resting on platform. 


be obtained by the use of a modified Scarpa’s shoe 
with a jointed sole-piece. The sole-piece is pro¬ 
vided with a cog-wheel, so that the anterior part 
can be gradually lifted up on the posterior part, 
unwinding, as it were, the contracted sole of the 
foot, which is fixed to the sole-piece by suitable 


straps, whilst the calf is secured in like manner in 
the calf-piece of the apparatus. Any right-angled 
contraction or equinus can be acted on at the same 
time by having a joint between the calf and sole- 
piece controlled by a cog-wheel at the heel. 

In this patient before us, in addition to the 
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equinus, there is paralysis of the quadriceps ex¬ 
tensor. You notice he is only able to walk by 
placing his hand upon his thigh, and thus pressing 
back the knee till the thigh is in a straight line 
with the leg. For this class of case the ring 



F'g- 7 - 



Fig. 8. • 


catch (Fig. 9), or the flute-key catch (Fig. 10) will 
be found useful. The ring-catch consists of a 
square ring, or collar, which can be moved up or 
down the leg-iron, so as to fasten or release the 
joint at the knee. This collar is made to work 


tightly, by means of thp small spring shown in the 
figure. When the ring, or collar, is drawn up¬ 
wards, the joint is unlocked and the leg can be 
flexed. When pushed down the joint is fixed in 
the position of extension, the knee being thus 
held rigid. A front stop in the joint prevents the 
leg moving in the direction of extension beyond 
the vertical. The flute-key catch, as the name 



Fig 9. 



Fig. 10. 


implies, resembles the key of a flute. When the 
handle is pressed inwards towards the leg-iron the 
joint is released, and the leg can be flexed. 

To obviate the difficulties of using the ring- 
catch, I some years ago conceived the idea of 
making the muscles which run from the pelvis to 
the thigh do the work of the quadriceps extensor. 
The instrument I got Messrs. Arnold to make 
for me (Fig. n) consists of the ordinary walking 
instrument, already described, to which are fitted 
two levers, so arranged and adjusted that when 
the body is straightened at the hips, as in rising 
from the chair, the levers, as the joint at the hip 
is strengthened, act on the knee and extend the 
leg. So long, therefore, as the patient holds 
himself upright at the hip, that is, keeps his hip 
extended by the sound muscles, the levers hold 
the knee in the same rigidly extended state; but 
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when the patient wants to sit down he bends his 
body a little forward, and that allows the knee to 
become flexed. When he is sitting down and 
wants to get up, he first straightens the hip, and, 
in doing so, the levers extend the knee. The 
instrument is also very useful in going upstairs, 
for as $oon as the patient wants to bend his knee, 
he inclines the body a little forward at the hip, 
and then, as soon as he has got a good grip of the 
stair, the body is thrown back, and that brings the 
knee into the straight. I must repeat, however, 
that it is no use ordering this instrument unless 
there is a good deal of power in the pelvo-femoral 
muscles. Unfortunately, in many cases of para¬ 
lysis of the quadriceps extensor, these muscles are 
also paralysed. 


to say a few words, but I must reserve them for a 
future lecture. 

Lastly, let me speak of those very bad cases in 
which there is paralysis of the whole limb, but in 
which there is a certain amount of power in the 
muscles that move the hip-joint. Here the limb 
is flail-like and useless, and the patient is com¬ 
pelled either to walk with a crutch or wear an 
elaborate instrument. In certain of these cases 
it may be expedient to fix the ankle and knee- 
joint by removing the cartilages and thus produc¬ 
ing ankylosis. In this way the patient will have 
a stiff and rigid limb, but one on which he may 
be able to walk without the use of an instrument 
or crutch, though he may, perhaps, at first require 
a stick. Of the best methods of producing the 



Fig. n. 


The next class of case to which I wish to 
allude is that in which the pelvo-femoral muscles 
are affected. To some extent this boy has that 
condition. His leg wobbles about at the hip- 
joint ; the feeling is altogether different from that 
produced by a resistent limb. For such a case 
can anything be done ? It depends upon the 
degree of the paralysis. If it is not too extensive 
you may do something for the patient by the 
apparatus I now show you. It is an instrument 
for producing limited movement at the hip. The 
joint at the hip only works through an arc of io° 
or 20 0 . If you limit a patient to that amount of 
movement at the hip, he will not be able to sit 
down; and to permit of sitting down, you 
must have, in addition, a ring-catch at the hip- 
joint. Thpre are many other little points in the 
treatment of equino-varus on which I should like 


ankylosis at the ankle and knee I have not time to 
speak. The operations are practically those of 
excision, save that only the cartilages are removed 
in place of excising a portion of the bones. 

[For the illustrations to this Clinical Lecture we 
are indebted to the courtesy of Messrs . Baillibe , 
Tindall Cox , Messrs. Arnold 6° Sons, and The 
O'Connor Extension Company. — Editor C. J.] 


Tetanus of Uterine Origin. —A. Turenne gives 
the history of a case of tetanus, the patient dying 
within forty-eight hours after the onset of trismus. 
No wound of the skin or mucous membranes could 
be found, but the woman stated that six days before 
she had received an intra-uterine injection without 
any aseptic or antiseptic precautions, in an attempt 
to induce abortion. 

Amer . Journ . of Obstet., Oct., 1899. 
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A CLINICAL LECTURE ON 
GLAUCOMA. 


Delivered at University College Hospital, Sept. 28, 1899, 
BY 


PERCY FLEMMING, M.D., B.S., F.R.C.S. 


Gentlemen,—I thought to-day we would deal 
with the subject of glaucoma, of which we have 
had two cases lately. I propose to consider the 
subject in contrast with iritis, a case of which you 
will remember we were examining last week. 

To begin with, we must have a definition of glau¬ 
coma, and definitions are often rather difficult. The 
general definition of glaucoma is that it is a con¬ 
dition of hardness of the eyeball. But as soon as 
one has made the definition that glaucoma is a 
condition of increased hardness or increased ten¬ 
sion of the eyeball, one has at once to say that 
there are two kinds of glaucoma—primary glau¬ 
coma and secondary glaucoma. When one uses 
the term glaucoma without any qualification, the 
primary kind is implied. So I think it is more 
helpful to have as a definition one that will just 
cover primary glaucoma, and that only. Glau¬ 
coma in this sense is a condition of increased 
tension or hardness of the eyeball, associated with 
a closure of the angle of the anterior chamber. I 
do not say “ caused by,” although that may be. 
The other cases—those of secondary glaucoma— 
I do not propose to consider to-day. Taking this 
to be the definition, you will understand that to 
explain the symptoms met with, one must recall 
the facts about the anatomy of the angle of the 
anterior chamber. And if you give a little time 
and attention to the anatomy and physiology of 
the anterior chamber, it is quite possible to make 
out the symptoms and signs of glaucoma without 
of necessity knowing anything previously about 
the disease. The anterior chamber is bounded in 
front by the cornea, and behind by the iris, and 
it is the angle between the iris and the cornea to 
which I want now to direct your attention. The 
hinder layer of the cornea is called Descemet’s 
membrane, and lining this is a layer of epithelial 
cells. When Descemet’s membrane reaches the 
angle it breaks up into fibres, instead of becoming 


directly continuous with the sclerotic, and these 
fibres have some relation with the ciliary muscle, 
which we need not go into now. The next point 
to note is that the cells which line Descemet’s 
membrane further line these processes, so that 
there is formed a kind of spongy mesh-work in 
the angle of the anterior chamber, the mesh-work 
of the sponge being between the fibres of Desce¬ 
met’s membrane, lined by the epithelial cells of 
the anterior chamber. So that the angle of the 
anterior chamber, instead of being shut off, opens 
into the sponge-work which I have mentioned. I 
show you a specimen which illustrates it. Then, 
in the substance of the sclerotic, where it joins the 
cornea, there is another space, sometimes single, 
sometimes double, called the canal of Schlemm. 
According to some this is a vein, according to 
others it is a lymphatic. Whatever its exact 
nature, it runs round the eyeball continuous on the 
one hand, with the conjunctival veins, and on the 
other with the spaces in the angle of the anterior 
chamber. If that is all clear to you, you will see 
that the structure of the angle of the anterior 
chamber is such that fluid in the latter can get 
into these surrounding spaces, from these spaces 
into the canal of Schlemm, and from the canal of 
Schlemm into the veins. Another name for this 
angle is the drainage angle, which at once indi¬ 
cates its function. It is, in fact, the main outlet 
or drain of the lymphatic system of the whole eye¬ 
ball; it is not the only one, but it is the chief. 
The lymph flows from the back of the eye through 
the pupil into the anterior chamber, thence 
through the mesh-work at the angle, then into the 
canal of Schlemm, and finally into the conjunctival 
veins. Such is the normal anatomy and physio¬ 
logy of this angle, and in true (primary) glaucoma 
this angle is blocked. 

Next we must consider the abnormal condition 
of the angle, that is the condition when it is 
blocked. The way the angle gets closed is by the 
movement of the iris forwards, so that its very 
periphery or base comes to rest against the 
cornea, and only a little bit of it hangs free in the 
anterior chamber. I do not just now intend to 
discuss the question as to what makes the iris 
go forwards, partly because one does not know 
for certain what it is, and partly because the dis¬ 
cussion of the point would not be of much ad¬ 
vantage in a clinical lecture. In every case of 
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true glaucoma the base of the iris rests against the 
cornea, and the angle gets closed first of all by 
the iris being applied to the cornea. Later, if 
the apposition be maintained, the iris becomes 
definitely adherent to the cornea. 

Now, if you have followed what I have said 
about the function of the angle of the anterior 
chamber, and realised that in glaucoma it is 
blocked by the iris coming forwards, I think you 
will be able to work out the signs and symptoms 
met with in a case of glaucoma. What would be 
the first effect of the closure of this angle of the 
anterior chamber? The formation of lymph still 
goes on as the retina and choroid are still active, 
and as the outlet is blocked, the eye will naturally 
get hard, and in this way is produced the cha¬ 
racteristic symptom of glaucoma, namely, harden¬ 
ing or increased tension of the eyeball. The 
tension of the eyeball is a physical condition, and 
can only be appreciated by a particular method of 
examination; but the effect of the increased ten¬ 
sion will be to at once cause pain, and there is 
no more potent cause of pain than pent-up fluid 
or matter anywhere. The patient will experience 
pain, and that pain will first of all be referred to 
the distribution of the ciliary nerves, which are 
branches of the ophthalmic division of the fifth, 
and very quickly all the other branches of the 
ophthalmic nerve become involved, producing 
pain on the side of the head and round the eye¬ 
ball. Under these circumstances the condition is 
apt to be mistaken for one of neuralgia in the fifth 
nerve. The lymph formed in the posterior part 
of the eye cannot get away, and as the effete 
matters cannot be got rid of, the vitreous becomes 
hazy and the lens also. This will be expressed by 
the patient saying that everything looks misty or 
foggy. Sometimes the patient sees rainbow 
colours round lights. Very soon the eyesight will 
become still more impaired, and in an acute case 
the sight may go down quickly to almost nothing. 
This further loss of sight will be accounted for by 
the direct pressure upon the optic nerve. The 
point where the optic nerve enters the eyeball is 
the weakest point in the tunics of the eye, so that 
when the whole eye is subjected to pressure, the 
part which will suffer most will be the optic 
nerve; the nerve will be pressed back, and by 
the pressure backwards its fibres will become 
damaged, and the damage may be permanent. It 


is this pain and defect of sight which brings the 
patient up for consultation. 

We will next consider the physical examination, 
taking the structures met with in order from before 
back. The first thing that will strike the observer 
will be that the conjunctival vessels are injected, 
and the episcleral venous plexus is especially well 
marked. The fine circumcorneal vessels are 
plainly seen too. Next, as to the cornea, one 
notices that it is not exactly opaque, but that it 
looks “ steamy,” the steaminess being due to 
oedema, consequent on the fluids not being able to 
drain away. That the oedema of the cornea is the 
true explanation of this steaminess is shown at 
once in operating on these cases. As soon as the 
section of the cornea is made, the latter at once 
gets bright. Next we will notice the anterior 
chamber. A most important point is that the 
anterior chamber will be found to be shallow. It 
must be so by our definition of glaucoma, because 
the iris is against the cornea. Next you find that 
the pupil is dilated, but not very much; rather 
what one would call semi-dilated and not active. 
This is the only sign the causation of which I 
think it is difficult to explain. *It may be that 
the pressure paralyses the nerves of the iris, or the 
piessure may constrict the vessels of the iris very 
much. Now that is as far as one can get in exa¬ 
mining the eye without the use of the ophthal¬ 
moscope. When you examine the media with the 
ophthalmoscope you will find the lens is hazy, 
because there will be present the lymph which 
cannot get away; the vitreous also, for a similar 
reason, will be hazy. Perhaps we may be unable 
to get any reflex at all. It may be that the hazi¬ 
ness is not so pronounced as to prevent a view of 
the optic nerve being obtained, and in that case 
the nerve is seen to be cupped. This glaucoma 
cup, unlike the physiological cup, involves the 
whole of the papilla. The arteries on the disc 
may be seen to pulsate. Finally, the hardness of 
the eye is examined. The ordinary way of testing 
the tension of the eyeball is very much the same 
as that employed in trying to detect fluctuation 
elsewhere; but it is very important to have the 
hands as nearly at rest as possible, a finger of each 
hand being put on the globe, and the rest of the 
fingers being kept steady against the forehead. 
This hardness or degree of tension in the eyeball 
is expressed by symbols. Tension is spoken of 
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as T., and one recognises three or four degrees of 
it. If an eye is found to be as hard as possible, 
pne would express the tension as T. + 3. It is 
only a conventional symbol for purposes of com¬ 
parison. If the eyeball is only a little harder than 
normal it is called “ full ” tension, and the degrees 
of tension between these two extremes are ex¬ 
pressed by T. + 1, T. + 2. % 

Several varieties of glaucoma are met with. In 
the first place, one would make a group of cases, 
which are rare, of acute glaucoma ; the most acute 
of these are sometimes called fulminating. In 
these the patient gets oedema and pain, and 
becomes blind in perhaps twenty-four hours. 
These very severe and acute cases are at one end 
of the series. More commonly patients have 
transient attacks, in which the symptoms I have 
mentioned would be present, namely, a certain 
amount of pain and a fogginess in the vision. This 
may last for a day or two, or perhaps for only 
two or three hours. These attacks are due to the 
iris coming against the cornea, being simply 
applied to it and not adherent. The attack 
passes off because the iris has managed to get 
away again. People may have repeated attacks 
of that sort, but sooner or later such a patient 
will get an acute or subacute attack of glaucoma 
in which the symptoms are permanent, and if 
iridectomy be not performed the case will go on to 
blindness. At the other end of the series one 
Would put the simple chronic cases of glaucoma, 
of which we had a good example a fortnight ago, 
in which all the striking symptoms are absent, 
there being no pain from beginning to end, and 
perhaps but little mistiness or steaminess, the 
patients simply coming for loss of sight, which 
examination shows to be due to the optic nerve 
being cupped. The pathology of these cases is 
not thoroughly understood; but, as far as we are 
concerned, we may take it that the process, being 
very chronic, has caused no pain, because the in¬ 
crease of pressure has been so gradual; but ulti¬ 
mately the tension has caused cupping of the 
nerve, with more or less blindness. These cases 
are unlike those of typical glaucoma in many 
ways ; in fact, they would not be called cases of 
glaucoma unless this cupping of the disc were 
found. In a case of simple chronic glaucoma of 
that kind you will very likely find that the affec¬ 
tion of sight takes the form of some restriction 


in the field of vision; thus in these cases the 
central vision may be quite good, the patient may 
have J. 1, and vision £, but with great contraction 
of the visual fields, especially on the nasal side. 
These cases are only found out through the failure 
of sight. Cases in the other group are urgent, and 
have to be dealt with because of the extreme pain. 

Next as to the diagnosis of these cases of glau¬ 
coma, and first of all as to what they may be 
confounded with. It is difficult to think of any 
other disease in which a mistaken diagnosis leads 
to more disaster than in glaucoma. One is always 
repeating this, and is always getting further expe¬ 
rience of the calamity due to such mistakes. A 
failure to recognise glaucoma may result in the 
patient becoming blind without anything being 
able to restore the sight. I believe the whole 
difficulty in such cases comes about because 
medical men do not know there is such a thing 
as glaucoma, or because it is only a name to them. 
First, glaucoma may be mistaken for simply bad 
headache, or “ sick headache.” These patients, 
as I mentioned just now, will have pain in the 
region of the fifth nerve, so that the case may be 
thought to be one of migraine, or sick headache, 
true migraine being, a 3 you know, associated with 
disturbance of vision; and one can easily imagine 
the pain of glaucoma to be so severe as to cause 
sickness. The observer may be in a hurry, and 
put the case down as one of ordinary sick head¬ 
ache, for which, of course, there is no excuse, for 
ordinary sick headache does not cause inflamma¬ 
tion of the eye. ' Therefore if one has to do with 
a case of what appears to be sick headache, and 
the eye looks congested and red, one should 
suspect glaucoma, and examine most carefully for 
it. Such an error leads, of course, to trouble; 
for if the condition is not recognised the optic 
nerve gets pressed upon, and the sight damaged 
before anything can be done. The next class of 
case with which glaucoma might be confused is 
iritis, and for these reasons. Both affections are 
very painful, both are acute eye affections, and in 
both the eye is very red, and the pain is referred 
to the same place, that is to say, the ophthalmic 
nerve. I went over the points of diagnosis of 
iritis the other day, and in this connection it may 
be as well to recapitulate them. In glaucoma 
the pupil is dilated; but in iritis it is contracted,— 
that is to say, it is contracted if the patient is not 
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under treatment. Another point of great im- 
• portance is that in glaucoma the anterior chamber 
is very shallow, whereas in iritis the anterior cham¬ 
ber is deep. It is possible that in any one case 
of iritis the anterior chamber may be shallow, 
but if so the pupil will be small. So the com¬ 
bination of shallow chamber and semi-dilated 
pupil is sufficient to exclude iritis. It is possible 
for iritis to pass on to true glaucoma; we had one 
such here last summer. Such cases are most 
difficult to diagnose and to treat, and I think one 
cannot give any general rules for their recogni¬ 
tion. Practically you will not go wrong in taking 
the rules which I have given you, particularly the 
combination which I have mentioned. The 
danger of mistaking glaucoma for iritis is that the 
patient will be treated with atropine, the effect of 
which we will consider presently. Another mis¬ 
take which is made now and again is that the 
glaucoma is thought to be a simple conjunctivitis. 
Such an instance happened in the hospital not 
very long ago, and it is quite easy to make such 
an error, because in glaucoma the conjunctival 
vessels, and especially the veins, are engorged, 
owing to the increased pressure. In a supposed 
case of conjunctivitis where there is great pain 
one should hesitate before regarding the case as 
one of simple conjunctivitis, and examine for glau¬ 
coma. In simple conjunctivitis, too, the patient 
may (as in glaucoma) complain of seeing coloured 
rings—due simply to the accumulation of tears. 

Although the subject does not strictly come 
into the present question, I think one should point 
out in passing, the danger of putting atropine into 
a glaucomatous eye. I am always pointing this 
out, and I cannot do it too often. If you agree 
that in true glaucoma the essential fact is the 
closure of this angle of the anterior chamber, you 
will see at once how the danger happens. If you 
apply atropine to an eye the pupil gets bigger, 
which means that the iris itself gets thicker. The 
effect of that may be to close the angle of the 
anterior chamber, and either produce glaucoma or 
intensify any glaucoma which may be present. 
Quite a number of glaucomatous cases are induced 
by the use of atropine, sometimes by mistake on 
the part of patients, sometimes because it is 
ordered. To guard against that one would make 
another rule and say, before giving atropine to 
-anybody over forty years of age (glaucoma rarely 


occurs under that age) always hesitate and see 
what the condition really is, i. e. beware of using 
atropine in a routine way. If the patient has 
obviously got iritis, as much atropine should be 
put into the eye as the case requires, but do not 
put it in as a routine treatment. The same 
remarks apply to belladonna lotion. I have 
known glaucoma come on from the use of bella¬ 
donna lotion ordered for simple sties. 

Having considered the symptoms, pathology, 
and diagnosis of glaucoma, I think we shall be in 
a position to see what the proper treatment should 
be. In speaking of the varieties of glaucoma I 
mentioned that these patients often have transient 
attacks of fogginess and mistiness of vision, which 
one supposes to be due to the iris becoming 
applied to the cornea, but not actually adherent 
to it, and subsequently becoming free again. That 
fact gives one an indication for the line of treat¬ 
ment. The effects of atropine are the exact 
opposite of those of eserine. Thus eserine con¬ 
tracts the pupil, which it can only do by thinning 
out the iris. Thus by thinning the iris at its 
base it may temporarily relieve the glaucoma. In 
a subacute attack all depends on whether the iris 
is merely attached or is adherent to the cornea. 
One uses eserine drops containing four grains of 
eserine sulphate to the ounce, and they are put 
into the eye pretty frequently to see the effect, 
say every quarter of an hour for an hour or so. 
If the pupil contracts, you may know that the 
eserine is doing good; and you may be equally 
sure that if the eserine does not contract the pupil, 
it is not doing any good. Well, having got such an 
acute case temporarily relieved by eserine, is the 
patient to be allowed to go on in that condition, 
or is anything further to be done? What we 
have to bear in mind is, the eye is never safe if 
left alone; the patient is pretty certain to get 
another attack of glaucoma, when he may not 
have eserine administered, or the attack may be 
more acute. So, although you may temporarily 
relieve the symptoms and improve the sight, the 
patient is not in a safe condition. The only 
way to make safe a person who has had an attack 
of glaucoma of any severity and to prevent further 
attacks is to remove part of the iris, or, in other 
words, to do an iridectomy. If you understand 
the actual morbid anatomy of a case of glaucoma, 
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attended to in performing the iridectomy. In the 
first place, the iridectomy should be as far back as 
possible. It is no good removing a bit of iris 
which is free in the anterior chamber—that is a 
comparatively easy thing to do; but it would 
leave the angle of the anterior chamber closed 
just as much as it was before. Therefore you 
must do your iridectomy as peripherally as 
possible, so as to remove that piece of iris that is 
adherent to the cornea, i. e. the iris base. Do 
not make the incision, then, in the cornea, but 
bring your incision out behind the cornea through 
the sclerotic. The next point is to do a wide iridec¬ 
tomy, that is to say, to remove as wide a piece as 
possible, so as to leave the angle open for a good 
distance. As to the place in which to make the 
iridectomy: here the object of the iridectomy is 
only to open the angle, and a place is chosen 
where the wound will be least obvious. There¬ 
fore the iridectomy in these cases is done upwards, 
so as to be covered by the patient’s upper lid. 
Once the patient has had iridectomy done he 
will be in a practically safe condition. 

A point of practical importance is that if a 
person has an attack of glaucoma in one eye you 
may be pretty certain that the other eye is leady 
for an attack. Therefore it is a good plan to put 
eserine into the sound eye at the time of opera¬ 
tion of the glaucomatous eye. Experience shows 
that the shock and mental disturbance resulting 
from the condition and from the operation 
apparently bring about a like condition in the 
other eye. In a case we had here last summer, at 
the time of operating on the glaucomatous eye we 
put eserine in the sound one. The patient got 
well, went out, and left off the eserine, and came 
back with an acute attack of glaucoma in the 
other eye in a few days. 

As to the value of iridectomy, the operation is 
valuable and efficacious just in proportion as the 
case is acute. In acute glaucoma the operation 
will act very favourably, because the pain goes at 
once, and very likely the sight will be quite , 
restored. But the longer the case has lasted, and 
therefore the more the nerve has been damaged, ! 
obviously the less valuable will the iridectomy ! 
prove. In chronic cases, although iridectomy 
should be done, it only acts in such cases by way 1 
of preventing further loss of sight rather than : 
restoring vision, and one should be careful to 
explain that to the patient. : 


A WEDNESDAY CONSULTATION 
AT ST. GEORGE’S HOSPITAL. 


Gastric Ulcer . 


Mr. Dent brought in a girl who had suffered for 
a long time from indigestion, but had never had 
any haematemesis. Almost immediately after 
taking food there was pain in the stomach region. 
The patient was admitted to the hospital on Sep¬ 
tember 6th, when there was tenderness over the 
stomach and a feeling of decided resistance on the 
left side, but not on the right. A good deal of 
pain was also present. On gently pressing down 
on the painful area a certain thickening was- 
reached. On these facts, and the history which 
was given, the conclusion was come to that it was 
a case of gastric ulcer, and probably the stomach 
was adherent to the abdominal wall. The heart 
was pushed up. The remainder of the abdomen 
was fairly normal, but a little more distended than 
natural. An investigation of the stomach con¬ 
tents had been made, but the results were nega¬ 
tive. The patient had been practically kept alive 
by rectal feeding. Three days ago she seemed to 
be rather worse, but since then she thought she 
had been rather better, there having been no 
vomiting in the interval. His own opinion was 
that she was neither better nor worse than when 
she came in, and, if she did not progressively 
improve, he thought it would be the correct pro¬ 
cedure to cut down upon the stomach. He be¬ 
lieved the stomach wall was much thinned, and 
possibly the ulcer had actually perforated, by a 
minute opening, though no general escape of the 
gastric contents had taken place. Mere dyspepsia 
would not account for the degree of tenderness 
experienced by the patient. 

Mr. Jaffrey said he agreed with Mr. Dent that 
as the patient had had the symptom for such a 
long time an exploratory operation would not be 
amiss. He also was of opinion that the ulcer had 
not perforated. 

Mr. Turner said he thought those who had 
watched the case were far and away the best 
judges regarding it. It might be thought that 
possibly it would be worth while to wait before 
operating, but if Mr. Dent and the physician had 
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both come to the conclusion that operation would 
be right, he quite agreed with them. 

Dr. Rolleston brought forward another case 
of gastric ulcer, the patient being a woman aged 
twenty-two. This was the fourth year in succes¬ 
sion in which she had been the subject of hsema- 
temesis and other signs of gastric ulcer, and she 
was now brought for an opinion whether it would 
not be advisable to perform laparotomy, to open 
the stomach, and then to excise the ulcer. As the 
ulcer had never healed, but had broken down 
three years in succession, it was improbable that 
she would ever be free from gastric disturbance 
unless some such operation were performed. 
There was tenderness over the stomach area, and 
this time haematemesis occurred ten days ago. 

Mr. Jaffrey thought that as the patient had 
had the attacks so frequently, operation would be 
justifiable. But with regard to excising the ulcer, 
he thought it would be better not to do that, but 
to infold the stomach wall over the ulcer and 
secure it with Lembert sutures. 

Mr. Turner said he knew but little more of 
the case than did Mr. Dent or Mr. Jaffrey, because 
he had not seen the patient before. From Dr. 
Rolleston’s account it would seem to be a suitable 
case for laparotomy. As to what he would do if 
evidence of ulceration of the stomach were found, 
he was not sure that he would not agree with Mr. 
Jaffrey, as several cases had been treated success¬ 
fully in that way, namely, by simply infolding the 
stomach wall, which, curiously enough, stopped 
the haematemesis and prevented further ulceration. 
The actual course of procedure, however, would 
have to be left until the exposure of the stomach. 
For instance, it might be found difficult to infold 
the stomach wall owing to the position of the 
lesion, in which case the stomach would have to 
be opened so as to deal with the ulcer. His feel¬ 
ing was to hope that simple infolding would be 
sufficient, rather than excision of the ulcer. 

Mr. Dent inclined to the view that it was 
necessary to operate in the case. With regard to 
what should actually be done, they could not get 
a very clear idea of what they were going to do 
until they saw the part. In regard to excision, 
would they excise the indurated area or the ulcer¬ 
ated area? To excise the indurated area might 
mean the removal of a large portion of the 
stomach wall. He believed their experience of 


gastric ulcers in that hospital was that such a 
course was not necessary, and in cases of perfora¬ 
tion the hole had been merely involuted and 
closed with sutures, and the patients had done 
perfectly well. He was distinctly in favour of 
infolding the stomach wall at the seat of the lesion 
if that could be done, that is to say, to treat it in 
precisely the same way as a pin-hole aperture in 
the very centre of an indurated area. 

Chondroma of the Parotid Gland. 

Mr. Turner showed a man, about thirty-five 
years of age, with a large tumour of the parotid 
gland, which he took to be a chondroma. It was 
increasing in size, and he thought it was a suitable 
case for removal. He had explained to the patient 
that there was some risk of injury to the facial 
nerve in removing a tumour of that size from that 
position. 


Epithelioma of Tongue . 


Mr. Turner showed a man, aged fifty-five, with 
an extensive ulceration of the tongue and a deep 
fissure running down the middle line. The man 
denied syphilis, but he (Mr. Turner) had little 
doubt that some syphilitic glossitis was present. 
The patient had been a great smoker of clay pipes, 
and his tongue had been sore for five or six years. 
The first thing he noticed was a pimple where 
the tongue had rubbed against a ragged incisor 
tooth. The general health had been good, but 
there was now wasting. He could feel no enlarged 
glands in the neck, a fact which had been noticed 
by others also. The edges of the ulcer were 
fairly hard, and he believed Mr. Jaffrey had had 
him under antisyphilitic treatment in the out¬ 
patient department without any benefit. Since he 
had been admitted into the hospital he (Mr. 
Turner) had given him mercury and iodide of 
potassium internally. The question was whether 
it was epithelioma. If so, no doubt the right 
treatment would be the removal of the anterior 
part of the tongue on both sides. He thought it 
would be useless to continue with antisyphilitic 
remedies. Anyone with chronic ulcer of the 
tongue resisting treatment exercised wisdom in 
having it removed. 

Mr. Jaffrey said he had treated the patient in 
the out-patient department for a week or ten 
days with antisyphilitic remedies, but without any 
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apparent benefit, and he therefore recommended 
the man to come into the hospital and have the 
anterior half of the tongue removed. The most 
striking fact was that the patient had lost weight 
during the week, whereas if it had been a 
syphilitic ulceration it was most probable that he 
would have gained weight during the administra¬ 
tion of the antisyphilitic medicine. 

Mr. Dent said if it was epithelioma he would 
be inclined to recommend the removal of the 
whole tongue right away back, thereby taking 
away as much of the implicated tissue as possible. 
He did not believe it was epithelioma in the sense 
in which the term was generally understood. He 
thought, therefore, it would fully suffice to rfemove 
a wedge-shaped piece, just as was done for hyper¬ 
trophied tongues, the two flaps being brought 
together. 

Mr. Turner said he would remove the diseased 
part, and when the patient was under the anaes¬ 
thetic, and he could pull the tongue forward and 
thoroughly examine it, he would do what seemed 
best under the circumstances. If the surrounding 
parts seemed healthy and no disease could be 
found elsewhere, he would do as Mr. Dent sug¬ 
gested. If it were epithelioma he would be in¬ 
clined to go further back in order to ensure safety 
from recurrence as far as possible, which was the 
main point. 


Double Hip-joint Disease. 

Mr. Jaffrey brought a girl, aged twelve, with 
double hip-joint disease, from which she suffered 
eight and a half years ago. The mother was very 
anxious that the girl should have a movable joint. 
Fibrous union had been set up in one joint, but 
the limb was now nearly straight. There had 
been an abscess on both sides. She could get 
about easily, but the movement was from the knee- 
joint. The question was whether it would be 
advisable to do a Gant’s operation. One leg was 
at an angle of 45 deg. when she came in. 

Mr. Turner said that if the case were his 
he did not think he would do any operation upon 
what Mr. Jaffrey regarded as the good side, but 
thought he would try to cure the bad side, where 
there was a sinus. By the time the sinus was 
cured he thought it likely that the leg 'would be 
flexed a great deal less than at present. Possibly 


Mr. Jaffrey would have to operate again before 
the sinus became quite clean and healed. He 
would therefore recommend devoting attention ex¬ 
clusively to the sinus. Moreover, he thought a 
patient with apparent double hip-joint disease was 
not a good subject to operate on with a view to 
rectifying the contracture, especially as the disease 
had been in existence so long. 

Mr. Dent said he was inclined to differ from 
Mr/ Jaffrey as to the likelihood of any improve¬ 
ment resulting in this case from a Gant’s opera¬ 
tion. He recently had a case, similar in appear¬ 
ance to the present one, in which the trouble was 
not in the hip-joint at all, but in the pelvis. 
There was a prodigious amount of retraction of 
the leg, and all the symptoms of hip-joint disease, 
with great pain. He believed that when the sinus 
in the present case came to be followed out, the 
surgeon would be led beneath Poupart’s ligament 
to disease in the neighbourhood of the inferior 
superior spine of the ileum. Probably the hip- 
joint itself would be found to be sound. As to 
the other side, he thought Mr. Jaffrey was to be 
congratulated on having got it into such an ex¬ 
cellent condition. There was some movement in 
the hip, and he thought it likely that there would 
be more. He thought Gant’s operation was ad¬ 
mirable for ankylosed hips, but he did not think 
the present a suitable case for it. A false joint 
could, of course, be produced through the neck 
of the femur. He advocated treating the sinus 
perseveringly. 


PUERPERAL ECLAMPSIA. 

Treatment in Different Stages of Puerperal 
Eclampsia . 

(Dr. Herman, ' Allbutt’s System of Medicine.’) 

(1) The patient has had a fit; she is restless 
and half-conscious. The aim of treatment is to 
prevent further fits by lessening the irritability of 
the nervous system. We have three agents for 
this purpose—chloroform, morphia, and chloral. 
The first two are more powerful than the third, 
and chloroform is the quickest, but its prolonged 
use is sometimes impracticable and not free from 
risk. I therefore prefer morphia. Give half a 
grain of morphia subcutaneously. Wait to see its 


Digitized by 


Google 


The Clinical Journal.] 


NOTES. 


[November 1,1899. 31 


effect, and if in half an hour the patient be not 
asleep, give a quarter of a grain more; or if the 
patient be still very restless, half a grain. If rest¬ 
lessness be great, so that another fit seems immi¬ 
nent, give chloroform at once, and keep the 
patient under it until the morphia has had time to 
produce narcotism. Put the patient on her left 
side in the semi-prone position, with her left hand 
behind her back 

(2) The patient is in coma. The coma may 
be simply that which follows fits ; if so, it will 
soon be broken by the restlessness which precedes 
fits, and then treatment by morphia will be appro¬ 
priate. It may be accompanied by re-establishment 
of the urinary secretion, and then it will pass into 
natural sleep, and recovery will follow; and if so, 
no treatment is needed. It may be the deepening 
coma which ends in death; for such coma baths 
are the only remedy. If the temperature is normal 
or subnormal, use the hot bath, followed by 
packing in hot blankets. If temperature is rising, 
the cold bath is the only way of reducing tempera¬ 
ture, and the only hope of saving life. Watch the 
progress of labour, and interfere only if conditions 
arise which would demand interference in a patient 
not the subject of eclampsia. 


necropsy was such that recovery might have 
occurred but for some cause wholly or partly inde¬ 
pendent of the meningitis, such as diarrhoea or 
exhaustion. But it is important to remember 
that subsidence of the cerebral inflammation does 
not necessarily mean a final recovery, and a very 
guarded prognosis must still be given; for even 
after apparent recovery hydrocephalus may gradu¬ 
ally ensue, and weeks or months later may prove 
fatal. Careful measurements of the size of the 
head should be recorded weekly, and the subse¬ 
quent development of the cerebral functions 
closely watched. 

Amaurosis generally disappears if life is pro¬ 
longed. Permanent deafness is rare—certainly 
more rare than in the epidemic disease,—perhaps 
in consequence of the less degree of virulence of 
the micro-organism. But when deafness is per¬ 
manent it may cause loss or arrest of speech, so 
that the child becomes a deaf-mute. A consider¬ 
able degree of mental defect, even amounting to 
imbecility, is not uncommon. 

Finally, it should be remembered that a case in 
which a fair recovery seems attained may suddenly 
and unexpectedly end in death, when hydroce¬ 
phalus may be discovered. 


SIMPLE MENINGITIS. 

Prognosis in Simple Meningitis in Children . 
(Dr. Lee and Dr. Barlow, ‘Allbutt’s System of Medicine.’) 

Prognosis in vertical meningitis is only a little 
better than in tuberculous meningitis. Cases 
following injury are more hopeful than the idio¬ 
pathic cases, for in the former there is less likelihood 
of extensive suppuration. 

The prognosis of posterior basic meningitis is 
decidedly more favourable than that of the tuber¬ 
culous affection. This is true for infants, but it is 
still more true when the disease occurs in children 
of more than a year old or in adults, for in these 
the prognosis is better than in infants. If the 
symptoms are slight, or if in a severe case vigorous 
treatment is adopted at an early stage of the disease, 
recovery is by no means hopeless. 

Unfortunately many cases are not brought for 
treatment until irreparable mischief has been done. 
In some of our fatal cases the condition found on 


CEREBRAL DISEASE. 


The Regional Diagnosis of Cerebral Disease. 
(Professor Ferrier, ‘Allbutt’s System of Medicine.’) 


Summary.— (1) Irritative lesions of theRolandic 
area are indicated by epileptiform convulsions on 
the opposite side of the body, which may be 
limited to the arm, leg, or face; or, beginning in 
this way, may become general, with or without loss 
of consciousness. 

(2) There need not be any discoverable organic 
lesion ; but if, in addition to the muscular spasms, 
there is paralysis more or less enduring and tending 
to become permanent, we may diagnose an organic 
lesion. 


(3) The nature of the lesion, apart from ex¬ 
ternal indications, must be determined by the 
characters peculiar to each, such as tumour, 
syphilis, and the like, and its exact seat by its 
limitation or mode of onset in the face, arm, or leg 
respectively. 
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(4) If in the face, the lesion is situated in the 
lower third of the Rolandic area, or in close 
proximity to it ; if in the arm, in the middle 
third; if in the leg, at the upper third of the 
Rolandic area; and it may he more exactly defined 
in these respective areas according to the muscles 
primarily thrown into spasm. 

(5) Confirmatory of the evidence derived from 
the mode of onset of the convulsions is the fact 
that pain may frequently be elicited by deep pres¬ 
sure over the corresponding cranio-topographical 
area. 

From these indications the seat of the disease 
may, as a rule, be accurately defined, with a view to 
excision of an epileptogenic focus. 

Summary .—(1) Destructive lesions of the 
Rolandic area cause paralysis of voluntary motion 
on the opposite side, general or limited, according 
to the extent and locality of the lesion. The elec¬ 
trical reactions of the paralysed muscles are not 
affected. (2) When the whole motor cortex is 
involved the hemiplegia in all respects resembles 
that caused by destruction of the motor division 
of the internal capsule. (3) Frequently paralysis 
of cortical origin is dissociated, or consists in a 
succession of dissociated paralyses or monoplegias. 
Thus a monoplegia may become a hemiplegia by 
advance of the lesion from its primary seat. (4) 
Paralysis of voluntary motion of the leg alone, or 
of the arm and leg, or of certain movements of 
the arm, or of the arm and face, or of the face 
alone, may be looked on as dependent upon 
lesions of the cortex of the Rolandic zone or of 
the subjacent medullary fibres. (5) Hemiplegia 
from cortical lesion of the left hemisphere is 
almost invariably associated with aphasia. (6) 
Crural monoplegia, or this combined with a 
greater or less degree of paralysis also of the arm, 
indicates lesions at the upper extremity of the cen¬ 
tral convolutions. (7) Brachial monoplegia indi¬ 
cates lesion of the middle two fourths of the 
Rolandic area. (8) Brachio-facial monoplegia 
indicates lesion of the lower third of the Rolandic 
area. (9) Facial monoplegia (or this combined 
with aphasia if the lesion is in the left hemisphere) 
indicates lesion of the lower extremity of the 
Rolandic zone posterior to the third frontal. (10) 
While it is probable that the centres of movement 
of the vocal cords and of the muscles of mastica¬ 
tion are also situated at the lower extremity of the 


Rolandic area, there is as yet no case on record in 
which these muscles have been paralysed by corti¬ 
cal lesions, unilateral or bilateral, (n) Paralysis 
of cortical origin may be, and frequently is, entirely 
independent of impairment of cutaneous or mus¬ 
cular sensibility ; and this is the true uncomplicated 
type of this form of paralysis. Not infrequently, 
however—and especially in connection with lesions 
of an extensive and sudden character, or of such 
a nature as to produce dynamical disturbance of 
the sensory tracts and centres,—it is associated 
for a time with impairment of sensibility in the 
paralysed limbs. This rarely extends to the sense 
of pain or temperature, and is mostly confined to 
tactile sensibility and the sense of position and 
movement. These disturbances are, however, 
essentially fugacious, and, although at first general, 
they tend to become restricted to the distal ex¬ 
tremities of the paralysed limbs, and ultimately to 
disappear, even though the motor paralysis remains. 
(12) When the motor cortex is destroyed secondary 
sclerosis ensues in the pyramidal tracts, and con¬ 
tracture in the paralysed limbs. 


The appearance of volume vii of Professor 
Clifford Allbutt’s * System of Medicine,’* reminds 
the medical public that this great work, so well 
conceived and so ably brought out, is now ap¬ 
proaching completion. It is a magnificent example 
of what can be effected by a master mind in 
concentrating the efforts of the most brilliant in¬ 
tellects of our profession into one focus. To have 
criticised the production of such a galaxy of talent 
would have been waste of time; to have praised 
where all is excellent would have taken up too 
much space; so it only remained to choose from 
this admirable publication the foregoing passages, 
thus enabling the practitioner to judge for himself 
of the helpful and practical nature of this welcome 
result of Professor Allbutt’s energies. The ex¬ 
tracts justify the wise decision referred to in the 
preface to exceed by two volumes the space of 
former estimates, and the editor of this great 
addition to medical literature may be well assured 
that in a pecuniary sense the purchasers of this 
work will not find themselves the poorer for a 
larger outlay. 


* ‘ A System of Medicine,’ by many writers. 
T. Clifford Allbutt, M.D., F.R.C.P., F.R.S. 
(London: Macmillan & Co. 1889.) 
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Causes .—Laceration is sometimes produced by 
operations on the cervix, such as dilatation, or 
deliberate division; but in the great majority of 
cases it occurs during childbirth. A natural 
labour may result in laceration when the disten- 
sibility and elasticity of the tissues are impaired 
by disease such as carcinoma and chronic inflam¬ 
mation. More frequently the accident is attri¬ 
butable to precipitate labour, a large or well- 
ossified foetal head, long-continued pressure of the 
head on the cervix, as in some cases of contracted 
pelvis ; and, lastly, to the application of forceps 
before dilatation of the cervix is complete. In 
looking through the hospital case-books one finds 
that in a large proportion of cases of laceration of 
the cervix the patient has been delivered with 
forceps in one of her confinements. Naturally 
one cannot judge from such records what were 
the indications for the forceps, nor at what stage 
of labour they were applied; but since in most 
cases contracted pelvis and abnormal conditions 
of the cervix can be excluded, we may infer that 
inertia and tedious labour have furnished the most 
frequent indications. It may be affirmed that 
when carefully applied after complete dilatation 
of the cervix the forceps do not cause laceration; 
and this leads us to the conclusion that too early 
application of the forceps is responsible for a 
considerable number of cervical tears. With a 
view, therefore, to the prevention of this accident, 
which, as we shall see, may result in much suffer¬ 
ing and invalidism, it may be laid down as an 
obstetrical axiom that the forceps should not be 
used during the first stage merely to shorten the 
duration of labour, but only on account of positive 


indications. 

Varieties .—Lacerations vary 
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extent. There may be a split on one side only, I 
the cleft extending only a short distance from the 
external os, or reaching up to and even beyond 
the junction of the cervix and vagina. When the 
vagina has been torn, a cicatrix in the lateral \ 
fornix will indicate the fact later on. An exten- j 
sive laceration may open up the base of the broad j 
ligament and cause serious haemorrhage; this is ! 
also one of the most fruitful avenues for septic j 
infection, resulting in pelvic cellulitis. 

Tears are most frequently on the left side of the 




cervix, running a little forward, and sometimes 
bifurcated externally; and this is attributed to the 
greater frequency of the left occipito-anterior posi¬ 
tion of the child during delivery, the anterior left 
portion of the cervix bearing the brunt of the 
pressure of the hard occiput (Fig. i a). A 
right occipito-posterior position, will cause a 


which results in a widely-gaping os and a patulous 
cervical canal, into which a finger can be easily 
introduced. The wall of the canal nearly always 
gives to the fingers the impression of being 
marked by vertical grooves, as if scored by a 
knife; this is probably due to laceration of cir¬ 
cular muscular fibres in the cervix just below the 
mucosa, whereby retraction of the canal is pre¬ 
vented. The patulous condition is a necessary 
result. The upper part of the cervix is not, as a 
rule, affected, and the interval os is found closed. 

Results .—In most cases a moderate tear on one 
side only is of no importance; the raw edges 



Fig. 2. 


become healed over by granulation, and the extent 
of the tear diminished by cicatrization, though 
the edges seldom unite. Even a deep bilateral 
laceration does not necessarily give rise to sym¬ 
ptoms, for the cervical mucous membrane and the 
raw surfaces may gradually acquire the character 
of the vaginal epithelium, the external os becomes 



Fig. 3 - a 


B 


c 


laceration, as in Fig. i b. In other cases the split 
is bilateral, so that the cervix presents well- 
marked anterior and posterior flaps (Fig i d and 
Fig. 2); or several fissures may be found, radiat¬ 
ing from the external os (Fig. 1 c). 

A not infrequent form of laceration is that 


more deeply placed; that is, it comes to lie 
nearer to the internal os, while the anterior and 
posterior lips of the cervix become in reality lips 
or lappets, comparable to the labial palps of a 
mollusc, and capable of being separated to a 
greater or less extent (Fig. 2). The view that a 
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laceration of the cervix necessarily causes local 
and remote (nervous) disturbance must be re¬ 
garded as fallacious, and, as a consequence, the 
view that every torn cervix needs to be repaired 
cannot be supported. In many cases a lacera¬ 
tion is first discovered when a vaginal examina¬ 
tion is made on account of symptoms quite 
unconnected with the cervix. 

But the lesion may take a less favourable 
course. A lacerated cervix is exposed to three 
abnormal conditions, congestion, eversion, and 
adenoma (erosion). Congestion is probably the 
first stage, being due to the interference with the 
cervical circulation which the laceration brings 
about. One result of the congestion is eversion, 
for swelling and hyperplasia of the lips of the 
cervix leads to separation of their cervical and 
vaginal surfaces, with the necessary consequence 
that the lips are turned out from the position a to 
that of B (Fig. 3). 

Eversion has also been explained as being 
brought about by the pressure of the uterus 
against the posterior vaginal wall, the weakened 
lips of the cervix becoming flattened out and 



Fig. 4. 


club-shaped in section, as in c (Fig. 3) (Herman). 
But probably some initial eversion is necessary 
before the pressure can bring about this club- 
shaped flattening, and eversion may occur when 
the uterus is retroverted and the cervix is pointing 
downwards and forwards towards the vaginal out¬ 
let : in fact, the tendency to separation is ex¬ 
aggerated if there be a marked coincident flexion 
of the uterus. The everted mucous membrane 
becomes bathed in the unhealthy secretions (partly 
arising from the uterus) found in the vagina. 
Glandular proliferation (adenoma) is nearly 
always found associated with eversion. Its 
origin is obscure; but just as congestion else- 
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where favours hypertrophy, so in the cervix 
chronic congestion may cause glandular hyper¬ 
trophy, that is, adenoma. But, whatever the 
origin, the cervical glands enlarge and multiply, 
forming a soft velvety pink mass, presenting the 
appearance seen in Fig. 4. The microscopical 
characters of this condition are very distinctive. 
This is the condition formerly described as a 
granular erosion. I need not remind the reader 
that there is no true destruction of tissue, but 
only a change from stratified squamous epithelium 
to cubical epithelium in a single layer. In section 
the transition from several layers to one is easily 
seen. This single layer is not so opaque as the 
stratified, and so allows the red underlying tissue 
to show through more plainly. By irregular 
gland-proliferation the surface may be raised, so 
as to give the appearance formerly described as 
papillomatous erosion . Lastly, considerable en¬ 
largement of glands when their orifices are 
blocked up leads to the formation of small reten¬ 
tion cysts, which appear on the surface as pearly 
follicles. To the touch these are hard and 
shotty; they are called Nabothian follicles, and a 



5 - 


cervix thus affected was formerly described as pre¬ 
senting the condition of a follicular erosion (Figs. 
2 and 5). A localised pedunculated adeno¬ 
matous mass forms a mucous polypus. The con¬ 
gestion and oedema of the cervix which occur in 
these cases commonly spread to the body of the 
uterus, which becomes heavy and enlarged, re¬ 
sembling the condition found in subinvolution. 
With the chronic endometritis and metritis so 
produced is frequently associated prolapse of the 
ovaries into the rectovaginal pouch, especially 
when the uterus is retroverted. The ovaries 
share in the congestion and become unduly sensi¬ 
tive. 
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Symptoms .—As above stated, a simple lacera¬ 
tion of the cervix produces no symptoms. When 
these appear, they are due to complications. 
Thus, adenomatous disease of the cervix gives 
rise to vaginal discharge, pain, and general weak¬ 
ness. The discharge, commonly known as “ the 
whites,” and technically as “ leucorrhcea,” con¬ 
sists of abundant mucus mixed with shed epithe¬ 
lium. Sometimes it is muco-purulent, and ac¬ 
quires a yellowish colour (xanthorrhcea); it may 
then be very irritating, producing vulvitis and 
pruritus. The pain is nearly always referred to 
the sacrum. The continual discharge weakens 
the patient, and may be followed by subjective 
nervous disturbances. 

When the case is further complicated by re¬ 
troversion, prolapse of the ovaries and ovarian con¬ 
gestion, additional symptoms appear; these are 
pain and a feeling of weight and “ bearing down ” 
in the lower part of the abdomen; dysmenorrhoea, 
which takes the form of pain in the iliac region 
and down the thighs; dyspareunia, from pressure 
on the tender ovaries, and pain on vaginal ex¬ 
amination, from the same cause. Bladder dis¬ 
turbances are not uncommon, especially frequent 
and painful micturition. It is well known that 
chronic pelvic troubles are liable to be associated 
with irritability and mental depression, and the 
condition under consideration is no exception to 
the rule. 

Prognosis .—When a laceration of the cervix is 
followed by the sequence of events just described, 
and these are left untreated, the patient is likely 
to develop into a chronic invalid, who leads a 
sofa-existence and is branded as hysterical. More 
ominous results have been described; thus it has 
been said that a lacerated cervix predisposes to 
cancer. Of this there is no direct evidence. All 
one can say is that cancer of the cervix is so rare 
in nulliparae as to support indirectly the view that 
injuries occurring during parturition may prepare 
the way for malignant disease. That an uncom¬ 
plicated laceration of the cervix can lead to cancer 
we do not believe; and, as above stated, there is 
no reason to think that it can directly produce 
remote nervous disturbances. 

Treatment .—The repair of tears in the cervix 
immediately after labour has been advocated; but 
the more general opinion is that unless called for 
on account of haemorrhage, it should not be done. 


The bruising of the tissues is unfavourable to 
primary union, and in the stretched cervical 
margins it is very difficult to distinguish torn from 
sound parts. During involution the cervix also 
regains its natural proportions, and it is then much 
easier to see what, if anything, requires doing. 
The reader will gather from what has been pre¬ 
viously said that in many cases a tear requires no 
treatment; when interference is called for, it is 
on account of complications, especially eversion 
with adenoma. It is not necessary to describe 
here the usual treatment of adenomatous disease 
of the cervix by means of caustics and tampons. 
But it may be pointed out that such treatment is 
often futile. In the first place, it will take weeks 
or months to reach the deeper glands by means of 
caustics applied once or twice a week. If treat¬ 
ment is desired on these lines, it will be made 
much more successful by thoroughly scarifying 
the cervix once or twice, for this has the effect of 
opening up retention cysts and allowing deeper 
glands to be reached. In the second place, an 
adenoma of the cervix cured by this treatment is 
very apt to return; I have had numerous instances 
of this result, which is disappointing alike to 
patient and doctor. Consequently, a more radical 
treatment is strongly to be recommended. When 
a cervix has been deeply and bilaterally lacerated, 
and presents the condition of eversion and 
adenoma, it is far better to resort at once to 
trachelorrhaphy, that is, the repair of the cervix. 
By this means the glandular new growth is re¬ 
moved and the torn edges of the cervix are 
united; and, instead of a treatment spreading 
over many months, the patient is cured in a fort¬ 
night, and once for all. In this connection we 
may remark that adenoma of the cervix is not un¬ 
commonly found when there has been no marked 
laceration (Fig. 5): it may even occur in nulli¬ 
parae. Treatment by caustics has generally been 
considered sufficient for this condition; but there 
are the same drawbacks as when this treatment is 
used for laceration with adenoma, viz. tediousness 
and the liability to recurrence. Removal of the 
glandular new growth and suture of the cervix, as 
in the operation of trachelorrhaphy, will be found 
to be much more satisfactory in intractable cases. 
One word of warning is necessary. If repair of 
the cervix is undertaken on account of secondary 
nervous disturbances, as was the practice some 


Digitized by 


Google 



The Clinioal Journal.] 


DR. GILES—LACERATION OF CERVIX. 


[November 8,1899. 37 


years ago, nothing but disappointment will result 
in most cases, even when the nervous symptoms 
have had their origin in the cervical lesion. All 
that can be expected of the operation is that it 
will cure symptoms directly depending upon the 
local pathological condition. It would be a great 
pity to see a revival of the practice of indis¬ 
criminate sewing up of torn cervix, for this would 
only have the effect of bringing disrepute upon its 
advocates, and of leading prudent men to taboo a 
procedure which, rightly used, is as reasonable as 
it is beneficial. 

With these preliminary remarks, we may pass 
on to describe the simplest way of performing the 
operation of trachelorrhaphy. 

Preliminary Measures .—To ensure success it 
is advisable that the cervix should be got into as 
healthy a condition as possible before operation. 
Regular douching, and the periodical insertion of 
glycerine tampons, will assist in reducing the con¬ 
gestion of the exposed mucous membrane of the 
cervical canal; and in cases where the surface 
secretes a muco-purulent discharge, applications of 
iodized phenol or of Auvard’s mixture* should be 
made to render the surface clean. When the 
case is complicated by endometritis, the first pro¬ 
cedure in the operation should be dilatation of 
the cervical canal and curetting. 

Steps of the Operation .—The patient is 
anaesthetized and placed in the lithotomy position, 
and the surface well exposed by means of 
Auvard’s speculum. The vagina is thoroughly 
disinfected by douching and swabbing; and dila¬ 
tation and curetting are then carried out when 
necessary. After this, the anterior lip of the 
cervix is seized with a volsella, and the reversible 
tenacula-forceps introduced, exactly in the middle 
line, and the points separated, as in Fig. 6. By 
this means the two lips of the cervix are held 
widely apart. The volsella is then removed. By 
means of scalpel and forceps two flaps are now 
dissected off the exposed surface, taking care to 
leave a narrow strip of mucous membrane in the 
middle line, which will form the lining for the 
new cervical canal when the lips are approxi¬ 
mated. In Fig. 6 the line of incision is shown on 
the right side of the cervix, whilst on the left 
side the flap is shown partly dissected. While 

• This consists of creasote, absolute alcohol and gly¬ 
cerine in equal parts. 


the surfaces are being vivified there is usually 
free oozing; this is useful, as it serves to deplete 
the cervix and diminish its volume. In many 
cases before operation the bulky everted lips look 



Fig. 6.—Trachelorrhaphy, 1st stage: dissection of the flaps 


as if they could not come together; yet after the 
depletion, brought about by the dissection, they 
can be approximated with ease. 

When the flaps have been dissected off, the 
tenacula-forceps is removed, the lips of the cervix 
are allowed to fall together, and the forceps is 
then re-applied in such a way as to hold them in 
apposition, as in Fig. 7. Care must again be taken 
to secure the cervix in the middle line. The 
instrument enables the operator to manipulate the 
cervix during the introduction of the sutures. For 
this purpose a curved needle set laterally on a 
handle is very convenient, or small curved needles 
may be used with a needle-holder. The best 
material for the sutures is silk-worm gut, and if 
secured by means of the shot and coil, their sub¬ 
sequent removal is greatly facilitated. For the 
sake of those who are not familiar with the shot 
and coil, we may explain that the coil is a tight 
and narrow spiral of silver wire, five-eighths to 
three-quarters of an inch long; the two ends of 
the suture are threaded through the spiral, and 
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then through the shot, which is perforated for the 
purpose. The shot is lightly seized with a com¬ 
pressor and pushed along till the coil lies up 
against the cervix; when in position firm compres¬ 
sion of the shot will hold it and the coil in place. 
Three or four sutures should be introduced on 
each side, and those nearest the middle line should 



Fig. 7.—Trachelorrhaphy, 2nd stage: introduction 
of the sutures. 

be about a quarter of an inch apart. The 
tenacula-forceps is now removed, and a sound is 
passed into the uterus to make sure that the 
cervical canal is free. The parts are then care¬ 
fully dried and the vagina lightly packed with 
iodoform gauze. 

After-treatment .—The gauze is removed on the 
day following, and the vagina is douched with 


sterilised water twice daily for the first week, and 
once a day afterwards. The sutures may be re¬ 
moved on the tenth or twelfth day. For this pur¬ 
pose long scissors and forceps are necessary when 
the sutures have been tied, the cervix being ex¬ 
posed by means of a speculum. When shot and 
coil sutures have been used, a speculum is not 
necessary, as the shot is cut off with scissors 
guided by the fingers, the coil slipped off, and the 
suture drawn out with fingers or forceps. The 
patient is allowed to get up on the tenth day. 

[For permission to leproduce Figs. 1, 2, 4, and 5 
ic e are indebted to Messrs. Rebman .] 


Kocher mentions the following peculiarities in 
his method of operating in cases of goitre: — 

(1) A transverse curved skin incision with its 
convexity downwards, which makes a less notice¬ 
able scar than any form of longitudinal or 
T-shaped incision. 

(2) Separation of the muscles in the median 
line instead of dividing them transversely, as prac¬ 
tised by many surgeons. 

(3) The so-called luxation of the tumour. The 
fibrous capsule is carefully divided down to the 
glandular tissue, with ligation of superficial veins 
when necessary, to free the circumference of the 
tumour, and then the entire mass is lifted out of 
the wound. Through this luxation the ligation of 
the main vessels is rendered much easier. The 
ligation of the inferior thyroid artery is undertaken 
after careful isolation, so as to avoid the recurrent 
laryngeal nerve; then follows the isolation and 
double ligation of the superior thyroid artery, the 
venae comites, and the large venae thyroideae imae. 

Another improvement in technic is the crushing 
of the isthmus with strong forceps, so that in cases 
in which it is much thickened the colloid material 
is pressed out, and only a thin band of tissue is 
left to be ligated. 

With the exception of infected cases, the opera¬ 
tion is aseptic instead of antiseptic, sterilised salt 
solution being used for irrigation of the wound.— 
The Post-Graduate, October, 1899. 
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TWO CASES OF APPENDICITIS 

In which the Appendix was Suppurating and 
Adherent to the Caecum and Iliac Fascia. 

BY 

F. C. WALLIS, B.A., M.B., F.R.C.S., 
Assistant Surgeon, Charing Cross Hospital. 


Case i. —Miss F — , aged twenty-one, under the 
care of Dr. Turnbull, was first seen by me in July, 
1899, during an acute attack of appendicitis. 

As this was the third attack, and each attack 
was more severe than the last, it was decided to 
remove the appendix as soon as the inflammatory 
stage was over, and provided no abscess formed. 
Everything went on satisfactorily until the tenth 
day, when the patient had a recurrence of ab¬ 
dominal pain with a sharp rise of temperature. 
On examining the abdomen a large swelling was 
felt in the left iliac fossa, and tenderness and ful¬ 
ness over the lower part of the abdomen. The 
bowels were relieved by an enema, and the swell¬ 
ing in the left fossa disappeared. On examining 
the evacuation it was found to contain a quantity 
of pus. 

It was thought that the appendix had sup¬ 
purated and burst into the bowel, and it was there¬ 
fore determined to wait events still further, in the 
hope that matters would now clear up. 

After a somewhat tardy convalescence the 
patient went to the seaside, accompanied by a 
nurse, but on the third day, after attempting a 
slight walk, the symptoms all returned. On see¬ 
ing the patient I found the fulness had returned 
in the right side, but, apart from the local tender¬ 
ness, there was no suggestion of peritonitis. 

After appropriate treatment and rest the patient 
was removed to London, and, after a week’s rest 
here, the appendix was removed. This was an 
extremely difficult matter, as the appendix was 
adherent to the caecum, into which it had origin¬ 
ally discharged its pus; it was firmly attached to 
the iliac fascia, and also to a piece of small intes¬ 
tine ; it contained pus, and was so soft and necro¬ 
tic that it burst while being handled to free it. 
After removing the appendix, the caecum, where 
the perforation had taken place, was closed by two 
Lembert sutures. The wound was closed up, no 


drainage was employed, and recovery was unevent¬ 
ful. 

Case 2.—Mr. M—, aged twenty-five, under the 
care of Dr. Campbell, was seen by me at the latter 
end of August whilst enduring an acute attack of 
appendicitis. This was the first attack, but it was 
decided, for reasons given later on, not to chance 
another one, and eight days after seeing him, as 
all inflammatory trouble had subsided, I operated 
and removed the appendix. 

Here, again, similar difficulties were experienced 
as in the former case, the appendix being adherent 
to the caecum for almost the whole of its extent ; 
it was also bound down to the iliac fascia, full of 
pus, soft and necrotic. During the process of 
separation it burst, but eventually the whole thing 
was removed. The wound was closed without 
drainage, and recovery was uneventful. 

Remarks .—These two, in many ways, ordinary- 
cases of suppurating appendicitis, seem to be 
worth while recording for the following reason: 
in both cases the suppurating appendix was ad¬ 
herent to the iliac fascia. In Case 1, in spite of 
the fact that the suppurating appendix discharged 
through the caecum (the usual place, and not the 
rectum, as is commonly supposed), the case did 
not clear up, because of the attachment of the 
appendix to the iliac fascia. Case 2 was operated 
on somewhat peremptorily, because of the patient s 
age and athletic habits. Recurrences are much 
more likely to happen in young adults, and if sup¬ 
puration recurs, the resulting scar is apt to be the 
seat of a hernia. 

The most interesting feature in both these cases 
was the adhesion of the appendix to the iliac 
fascia. This circumstance alone is quite sufficient 
to make the operation a necessity, a fact well 
illustrated by the following case:—Two years 
ago a young man was admitted into Charing Cross 
Hospital with a high temperature, and a fluctuat¬ 
ing swelling in the region of Poupart’s ligament 
on the right side. When the patient was brought 
to the operating theatre the swelling had disap¬ 
peared, and the patient was returned to the ward, 
no operation having been done. Three days after 
the right leg became much swollen and cede- 
matous, the man’s temperature kept up, and he 
was very ill. Incisions made into the limb evacu¬ 
ated a quantity of foul-smelling pus. The patient 
died a few days later, and the post-mortem showed 
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that the trouble had originated in the appendix, 
which, becoming adherent to the iliac fascia, had 
eventually discharged its purulent contents under 
the fascia. This collection showed itself as the 
fluctuating swelling above Poupart’s ligament. For 
some reason or another the abscess burst among the 
thigh muscles the very day of the operation, caus¬ 
ing, without doubt, the fatal result which occurred 
a few r days later. 

Dr. Campbell has had experience of another 
similar case in his father’s practice, but I am 
unable to get any notes of it as Dr. Campbell has 
gone to the Transvaal. 

Although in both cases pus escaped at the 
time of the operation, the general peritoneal cavity 
had been quite shut off with sponges, and before 
the caecum w r as put back the surrounding tissues 
were thoroughly cleaned and powdered with iodo¬ 
form, and, although the question of drainage was 
discussed, it was not thought either necessary or 
advisable. 

After the first twenty-four hours the temperature 
was never above the normal, and, as has been 
stated, the recoveries were quite uneventful. 

We have received the first number of the 
Journal of the National Association for the Pre¬ 
vention of Consumption and other Forms of Tuber¬ 
culosis. This publication is very appropriately 
styled ‘ Tuberculosis,’ and most worthily fulfils its 
object. - 

Can Ergot cause Rupture of the Uterus?— 

Bong (‘ Monatsheft fur Geburtshulfe und Gyna- 
kologie,’ June, 1899, p. 900) discusses a case of 
uterine rupture in a 2-para, to w r hom a midwife 
had administered four grammes of ergot within a 
short time. The pains became much stronger for 
a while, and then suddenly ceased, with slight 
haemorrhage into the vagina. Bong was sum¬ 
moned, and found the foetal head in the pelvic 
inlet, and os dilated as large as a silver dollar. 
No foetal heart sounds. He made a diagnosis of 
atony, and used expectant measures. On the 
next afternoon the patient collapsed. Examina¬ 
tion revealed a right-sided uterine tear. Delivery 
accomplished by turning and manual extraction. 
Autopsy showed much blood in the peritoneal 
cavity. Bong w r as of the opinion that the ergot 
had produced a tetanus uteri, and that the locality 
of least resistance had ruptured. The head was 
in the second vertex position, and the tear oc¬ 
curred in the right side of the low r er segment. 
Ergot is doubtless at the bottom of many a case 
of “ spontaneous rupture ” of the uterus at the 
hands of midwdves— Univ. Med . Mag., Oct., 1899. 


SOME CASES OF ABDOMINAL 
INJURY. 

BY 

A. WILLIAM SHEEN, M.S., M.D.Lond., 
F.R.C.S.Eng., 

Senior Assistant Surgeon, Cardiff Infirmary. 


The class of cases to which I wish to draw atten¬ 
tion is that in which a severe contusing and com¬ 
pressing force is applied to the abdomen, e. g. in a 
“ buffer accident,” or by the passage of a heavy 
cart-wheel over the body—where, usually, without 
much external sign of violence, serious damage is 
done to one or more of the contained viscera. 
Such cases present great difficulties of diagnosis, 
are always serious, often fatal, and call for prompt 
and active treatment. I do not propose to deal 
with such injuries as are due to knife or bullet, nor 
with the still more complex effects produced by 
such violent means as the horns of a bull or the 
hoofs of a horse. I shall also in the main con¬ 
fine myself to intra-peritoneal injuries. 

We will first pass in review” briefly a few r illus¬ 
trative cases: — 

Case 1.—F. B—, male, aet. 15, admitted to 
hospital February 25 th, 1895. Shortly before, he 
had been caught between the buffers of two 
trucks, lifted, and carried by them, lost his senses, 
and did not remember any more until he found 
himself in a cart on his way to the hospital. On 
admission he was blanched, with a rapid, almost 
imperceptible pulse, general abdominal pain and 
tenderness, no distension, and no dulness in flanks; 
he improved after having been put to bed, having 
a better colour, less pain, and a pulse of 114, 
fairly strong. Next day the boy’s urine contained 
blood, and he began to vomit, the vomit contain¬ 
ing first bile and then a few clots of bright blood; 
his temperature was ioo°, pulse 86. There was 
some general abdominal distension. He was put 
on nutrient enemata. The following day the 
patient had diarrhoea, his bowels being open seven 
times, and the motions contained altered blood. 
He had morphia at night. Subsequently the 
patient improved slowly. His temperature reached 
normal, the blood disappeared from his urine by 
March 4th, and his motions were normal. He 
continued, however, to vomit three or four times 
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a day, the vomit sometimes containing coffee- 
ground material. He was restless at night, re¬ 
quiring morphia, and some abdominal distension 
and tenderness remained. On March 7th an ery¬ 
thematous rash appeared on the chest and back. 
The patient was very drowsy; pulse not quite so 
good. A fusiform swelling could be palpated 
through the abdominal wall, above and to the left 
of the navel. The patient had diarrhoea. There 
is no record as to the condition of the motions. 
At 3 p.m. he became suddenly blanched and 
almost pulseless, saying he thought that something 
had given way while straining. Abdominal exa¬ 
mination showed pain, distension, and tenderness, 
most marked on the right side. There was no 
dulness in the flanks. The patient died at 3 a.m. 
on March 8th—eleven days after the injury. 

Post-mortem .—Large rupture of the liver found 
at the right end of its upper surface, posterior 
part. The rent was three inches square and filled 
with organising blood-clot of a brownish-yellow 
colour. The spleen had been tom in its long axis 
from its convex border for two thirds of its depth, 
and its torn parts were firmly glued together. 
There was haemorrhage beneath the capsules of 
both kidneys, especially the left. The pancreas 
was filled with effused blood. There was haemor¬ 
rhage beneath the peritoneum of the transverse 
colon and the adjacent splenic flexure of the colon, 
extending all round the bowel, and thus forming 
the tumour which was previously felt through the 
abdominal wall. The cause of death was some¬ 
what obscure, but fresh bleeding had evidently 
taken place adjacent to the splenic flexure, and 
in the lesser omentum. Repair was evidently tak¬ 
ing place in all the other injured parts. 

Case 2.—C. H—, male, aet. 35, admitted at 
10.30 p.m. on November 4th, 1896, half an hour 
after having been caught and squeezed between 
the buffers of two railway trucks. Immediately 
after the accident he vomited. On admission there 
was abdominal pain, little distension, some dulness 
in the left flank. A little later (11 p.m.) a note 
was made that the normal liver dulness was re¬ 
placed by resonance. There was constant vomit¬ 
ing, and the bowels were twice opened, there 
being black blood both in vomit and motions. 
The catheter drew off normal urine. Next morn¬ 
ing at 10 a.m. the patient was pale and restless, 
with rapid breathing and cold extremities. His 


pulse was rapid, hardly perceptible; his tempera¬ 
ture was 98*4° Fahr. There was dulness in both 
flanks, with general abdominal distension, pain, 
and tenderness. Another observer noted this 
morning that the liver dulness was present and nor¬ 
mal. At 11.30 a.m., under ether, the abdomen was 
opened by a median incision below the umbilicus; 
much clotted blood was turned out, and a smell of 
decomposition was noticed to be present. The 
incision was enlarged upwards towards the umbili¬ 
cus, and then transversely outwards to the left. 
The spleen was found to be uninjured. A large 
rent in the mesentery was now attended to, bleed¬ 
ing points being ligatured and the rent sewn up. 
The small intestine was now turned over to the 
left, and it was found that bleeding was taking 
place from the right branches of the superior 
mesenteric artery, and the corresponding tribu¬ 
taries of the superior mesenteric vein. The vessels 
were much torn, and the peritoneal layers were 
1 full of blood-clot. The superior mesenteric artery 
could be seen and felt beating, and was in some 
parts entirely isolated from its connections on 
its right side. It was further seen that the as¬ 
cending colon, caecum, and lowest part of the 
small intestine were gangrenous, and on slight 
manipulation some of the contents of the colon 
escaped. The gangrenous part was resected with 
a Murphy’s button and the mesentery joined to the 
transverse meso-colon. The abdomen was washed 
out with hot water, one gauze drain inserted into 
the right kidney pouch, and another into the 
recto-vesical pouch, and the remainder of the 
w’ound closed. The patient rallied temporarily 
during the operation, having fifteen pints of salt 
solution thrown into his venous system, but he 
became very bad again, and died ten minutes after 
the conclusion of the operation. 

Post-mortem .—The branches of the right colic 
and ilio-colic arteries and the lowest intestinal 
branches of the superior mesenteric, with the veins 
corresponding, had all been more or less injured. 
The veins suffered more than the arteries. The 
main trunk of the superior mesenteric was intact. 
The button junction had been made between 
pieces of well-vascularised intestine. There were 
no other injuries. 

Case 3.—T. C—, male, set. 18, was admitted 
on July 20th, 1894, having been shortly before 
run over across the abdomen by a cart containing 
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15 cwt. On admission his extremities were cold, 
heart beating rapidly, pulse at wrist imperceptible, 
abdomen distended and tender. Between three 
and four hours later the abdominal distension had 
considerably increased, and there was dulness in 
both flanks. The face and lips were pale; feet 
and hands warm. The heart beat was 168, the 
wrist pulse imperceptible. Temperature 97 °. 
The patient was given morphia and hot dry flan¬ 
nels applied to the abdomen. During the night 
he got weaker, the dulness extended forwards, 
reaching the vertical lines through the nipples, 
the abdominal distension increased, and the 
patient died at 9.30 a.m., about eighteen hours 
after the receipt of the injury. There was no 
post-mortem. 

Case 4.—A. B—, male, aet. 25, admitted at 
12.30 p.m. on May 16th, 1899. Shortly before he 
had been struck on the back and left side by a 
swinging beam of wood, and knocked down into 
the hold of a ship, falling on his head and shoul¬ 
ders. On admission the patient was suffering from 
a moderate degree of shock, fair colour, pulse 120, 
respirations 20. He seemed fairly well until 
4 p.m., when he became suddenly collapsed, with 
much abdominal pain, and a feeble pulse. The 
pain he referred especially to the “ left hip.” The 
abdomen was full, with general tenderness, and 
there was dulness in both flanks. The urine was 
drawn off and found to be normal. Three and a 
half pints of salt solution were injected into the 
right median-basilic vein,, and the patient was 
taken to the operating theatre. Under ether the 
abdomen was opened by a median incision be¬ 
tween the ensiform cartilage and the navel; much 
blood-clot was cleared out, and the lesser omentum 
was found full of clotted blood, and the clot sur¬ 
rounded the transverse colon subperitoneally. The 
spleen was severely ruptured, and the abdominal 
incision having been enlarged, it was with some 
difficulty brought into the wound, and its vessels, 
which were ruptured also and pouring forth large 
quantities of blood, were clamped with large for¬ 
ceps. The organ itself was then removed and 
ligatures applied to the clamped vessels. Blood 
clot was removed as far as possible, and the 
wound closed. The patient died a few minutes 
later. Artificial respiration had to be performed 
early in the operation. Strychnine hypodermi¬ 
cally, and saline infusion into the left median- 


basilic in the course of the operation failed to 
produce rallying. There was no post-mortem. 

Case 5.—S. A—, male, set. 33, admitted at 
6.30 p.m. on December 27th, 1898. Three days 
previously the patient attempted to stab a man, 
who, in defending himself, struck the patient in 
the abdomen with his bent knee. Soon after this 
the patient was seen by a doctor, who observed 
neither abdominal swelling, vomiting, or marked 
rapidity of breathing. On admission the man ap¬ 
peared to be dying, but rallied with stimulants. 
His symptoms were typical of acute peritonitis— 
thoracic respiration, distended tympanitic abdo¬ 
men, tender everywhere; dry tongue; liver dul¬ 
ness normal; frequently watery vomit, containing 
a little bile; temperature slightly above normal; 

“ abdominal ” face; pulse rapid and small. His 
urine was drawn off and found to be normal. Ice 
was applied locally and morphia given hypodermi¬ 
cally. Subsequently dulness appeared in the 
flanks, the vomit became fsecal, and the patient 
died at 7.25 a.m. on the 29th—four and a half 
days after the receipt of the injury. 

Post-mortem .—General peritonitis, a quantity of 
foul-smelling, sero-purulent fluid being present 
in the abdominal cavity. A linear tear, with 
ragged edges, about four inches long, was found 
on the posterior aspect of the duodeno-jejunal 
junction, with evidence of acute enteritis near it. 
The intestine below was much distended. There 
were no other injuries. 

Case 6.—J. T—, male, aet. 20, admitted Sep¬ 
tember 21 st, 1899, having fallen twenty feet on 
to his buttocks and partly on to his right side. 
On admission he could walk; had bruises and 
tenderness over his right ilium; there was little 
shock and no abdominal pain or distension. His 
urine contained a little blood. Next morning 
there was pain on pressure in the right loin, and 
the amount of blood in the urine had much in¬ 
creased. Enquiries now elicited a history of 
haematuria and “ attacks of gravel,” previous to 
the accident, and on October 3rd a medium-sized 
stone was removed from the pelvis of the right 
kidney, the patient subsequently doing well. 

From these and several other similar cases 
which have come under my observation we can 
learn many lessons; but I shall confine myself to 
Diagnosis and the general principles of Treatment* 

First with regard to Diagnosis .—Certain general 
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symptoms are common to all varities of this class of 
abdominal injuries. Of these the most immediate 
are those of shock. Cases are on record in which 
death has followed a blow on the abdomen, and, 
post-mortem, no injury, visceral or otherwise, has 
been found. Such cases, if they occur, must be 
very, very uncommon; and usually the symptoms 
of “ shock,” unless moderate and transient, must 
be taken to indicate some internal damage. 
“ Shock ” is a misleading term, and “ delayed 
shock ” does not exist. If the pallor, restlessness, 
cold extremities, perspiring skin, and feeble, rapid 
pulse—symptoms which are commonly grouped 
under the term shock—do not pass off in about 
two hours with the appropriate treatment of 
warmth, rest, and a little stimulant, but rather 
increase in severity, and if to them are added 
abdominal distension, with pain and tenderness, 
frequent vomiting, great thirst, superficial respira¬ 
tions, and breathlessness, with later dulness in 
one or both flanks, intra-peritoneal haemorrhage 
must certainly be present. Further, if the sym¬ 
ptoms of shock to some extent subside, but in 
from twelve to thirty-six hours we get a rigid dis¬ 
tended tympanitic abdomen, with constant vomit¬ 
ing becoming faeculent, constipation, pain, a 
slightly raised temperature, and rapid pulse, with, 
a little later, the appearance of acute septic poison¬ 
ing, we diagnose acute general peritonitis. In a 
third class of cases, if the earlier symptoms of 
haemorrhage are survived, those of peritonitis may 
appear later. 

We may divide our cases then into three main 
groups—(1) those in which there is haemorrhage; 
(2) those in which there is peritonitis; (3) those 
in which there is both haemorrhage and peritonitis. 
In group one we should find those cases in which 
a solid organ was injured, and some cases of injury 
to peritoneal membranes and blood-vessels. In 
group two would be the cases in which a hollow 
viscus is opened, while in group three would be 
those cases in which there was a combination of the 
events in groups one and two, together with cer¬ 
tain cases in which injury to blood-vessels is fol¬ 
lowed by gangrene of the gut. It is true that in 
the cases in group one, which survive the effects 
of haemorrhage, some peritonitis may occur, but 
it is never of so grave or acute a character as that 
following the extravasation of the contents of a 
hollow viscus. 


Referring to our cases, we see that cases one, 
three, and four belong to group one; case 
five to group two; and case two to group three. 
With regard to the special organ injured, the 
history of the injury may in some cases afford a 
clue. In case four the blow was on the left side 
and the spleen was injured. In case five the force 
applied obliquely might pull the movable jejunum 
from the fixed duodenum. Severe squeezes, as 
in case one, suggest multiple injuries. This was 
a remarkable case, for the liver, spleen, kidneys, 
pancreas, and omenta w r ere all injured, and yet the 
patient was in a fair way to recover when a com¬ 
paratively accidental circumstance carried him off. 
Such a case is hardly likely to offer any definite 
localising symptoms. 

In injuries of the liver there might be pain 
radiating from the right hypochondrium, and later 
jaundice. In injuries of the spleen , pain and ten¬ 
derness in the left hypochondrium. Uncompli¬ 
cated injuries of the spleen are probably more fre¬ 
quent than is commonly supposed. Symptoms of 
rapidly increasing intra-peritoneal haemorrhage 
usually point more to spleen than to liver, and 
injury of spleen is a fairly probable diagnosis in 
case three. Injury of the pancreas is hardly 
capable of separate diagnosis. Injuries of the 
omentum and mesentery affect more the thin- 
walled veins than the thick-walled arteries. In 
slighter cases there is bruising, i. e. effusion of 
blood between the peritoneal layers, and the possi¬ 
bility of this forming a circumscribed abdominal 
tumour—as in case one—must be remembered. 
In more severe ones, actual bleeding takes place 
into the peritoneal cavity, as in case two, and even 
main vessels may be tom across, a fatal result 
being rapidly reached. Altered blood in the vomit 
and motions from haemorrhage into the lumen of 
the alimentary tract is a symptom of omental 
and mesenteric injuries, and is present in cases 
one and two. If the effects of haemorrhage 
are survived, injury of the mesenteric vessels may 
cause gangrene of the bowel, as in case two. In¬ 
juries of the kidney I shall simply refer to as being 
characterised by haematuria. The examination of 
the urine should never be forgotten in cases of 
abdominal injury. 

In lesions of the hollow viscera, peritonitis is the 
most prominent symptom. Tympanites and disap¬ 
pearance of liver dulness, indicating free gas in the 
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abdominal cavity, are valuable signs if present 
early in the case; later they may be simulated by 
paralytic distension of the intestines. The uncer¬ 
tainty of the deductions to be made from absent 
liver dulness is shown by case two. In lesions of 
the stomach there is haematemesis and pain over 
the stomach area. Profuse haematemesis suggests 
lesion of the mucous surface only. Complete 
rupture may be unattended with vomiting. Dis¬ 
tension of the stomach with gas or fluid may aid 
in the diagnosis. In lesions of the intestine the 
general symptoms already indicated are observed. 
Abdominal distension may or may not be present. 
The situation and size of the rupture, whether the 
viscus was empty or full at the time of injury, 
whether food has been taken since the injury or 
not, are all factors influencing the symptoms in 
ways that can easily be imagined. The rate of 
onset of the symptoms varies. In case five we 
can imagine either that there was a contusion, 
which subsequently ruptured, or that the rupture 
was at first extra-peritoneal. Intestinal lesions are 
possibly rather more prone to occur at the junc¬ 
tion bf more fixed with more movable portions of 
the bowel. This is shown by case five. Rupture 
of the stomach, too, is said to be more frequent 
near the pyloric extremity. 

In injury to the gall-bladder or bile-ducts , we 
may get signs of fluid in the peritoneal cavity, and 
later jaundice; under some circumstances bile 
may be absorbed; but in these cases peritonitis 
usually supervenes, although not of so rapid or of 
so acute a character as in tears of the alimentary 
tract. 

In intra-peritoneal rupture of the bladder , the 
leading symptoms are constant desire to pass 
water, with inability to do so, an empty bladder, 
and the passage of pure blood by the urethra. 
Later there are signs of acute peritonitis. 

Contusions of solid and partial rupture of the 
coats of hollow viscera may produce general sym¬ 
ptoms of less severity, but such lesions would be 
rarely capable of separate diagnosis. 

Case six was introduced to call attention to 
the fact that in some cases the injury may aggra¬ 
vate an antecedent diseased condition. Other 
instances are the rupture of an aneurism, of an 
ovarian, or hydatid cyst, or of a diseased bladder. 
Perforation may be induced in an ulcer of the 
stomach, simple or cancerous, general peritonitis 


following. Such and similar cases are on record. 
They present great difficulties of diagnosis, and, 
owing to recent legislation, the facts of several 
have lately come into prominence. 

Now a few words with regard to Treatment . 
Prompt abdominal section is the keynote to suc¬ 
cess in these cases; in no class of surgical con¬ 
ditions is the maxim “ delays are dangerous ” more 
fully to be emphasised. In some cases the sym¬ 
ptoms may be of such a kind, and of such urgency, 
that no delay whatever is permissible, but in the 
more usual type the want of subsidence of, or an 
increase of, the so-called “ shock ” symptoms, after 
two hours’ appropriate treatment, would justify im¬ 
mediate laparotomy. In occasional cases the rally¬ 
ing produces fresh haemorrhage, signalised by a 
condition known as “ relapsing collapse,” and this 
is a positive indication for operative interference. 
At the present time an unnecessary abdominal 
section is little likely to result in harm, and the 
advantages to be gained by early operation are 
incalculable. Anomalous and difficult cases will 
doubtless from time to time present themselves. 
For there is every gradation of case, from the 
mildest to the gravest. It is better, however, to- 
err, if at all, on the side of more active treatment; 
for, to take but one example, intestinal lacerations 
alone, left without operation, present the frightful 
mortality of 96 per cent. Suggestive as case one 
is of the possibility of natural repair in injuries 
of solid organs, yet it must be looked upon as 
presenting an exceptional condition of things. 
Even in it abdominal section would probably 
only have resulted in the splenic lesion being 
dealt with, and such a procedure might ultimately 
have been to the benefit of the patient. 

The abdomen should be opened by a median, 
incision above or below the navel, according to 
the localising symptoms. The case must then be 
treated on general surgical principles, haemorrhage 
arrested, wounds of viscera sutured, and organs 
or parts irretrievably damaged, removed. General 
peritonitis should be treated by the ordinary 
methods of cleansing and drainage. Gut gan¬ 
grenous, or deprived of its blood-supply, must be 
resected. Every effort should be made to save 
the patient by warmth, stimulants, and rapid ope¬ 
rating. It should be an invariable rule to perform 
saline infusion, an assistant commencing the pro¬ 
cedure at the time the operation is started. As 
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much as ten to fifteen pints may be injected, first 
one median-basilic vein being used and then the 
other. The benefit to the patient is great. 

[For permission to refer to case one I am in¬ 
debted to Dr. Thomas Wallace; to cases two to 
five to Dr. Alfred Sheen. Case six was under 
my own care. Case five was published in the 
* British Medical Journal’ of February 25th, 1899.] 


Inflammation of the Hip Bures. —Zulzer 
(‘ Deutsche Zeitschrift fur Chirurgie,’ Badn. L.), 
on the basis of a case which led to repeatedly 
mistaken diagnosis, contributes a profitable study 
of the inflammations of the bursae placed about 
the hip-joint. Inflammations of these bursae are 
comparatively rare; and it is, perhaps, mainly 
because of this that when they are encountered a 
mistake is common. The two bursae of chief 
clinical interest are the one placed beneath the 
ilio-psoas muscle and the one lying beneath the 
gluteus maximus over the greater trochanter. 
Hydromata, cysts, and abscesses may occur in 
either of these bursae. 

A collection of sixty cases made by the author 
shows that fourteen were subiliac and the rest 
trochanteric. 

The subiliac is placed below Poupart’s ligament 
and beneath the ilio-psoas muscle. When this 
bursa becomes inflamed and swells, the tumour 
may reach large dimensions, extending even as far 
as the middle third of the thigh. A smooth, 
tender, usually fluctuating tumour develops, often 
accompanied by pain along the course of the 
crural nerve, and sometimes complicated by sym¬ 
ptoms of pressure upon the large vessels. There 
is some interference of motion, and occasional 
fixation. The leg is usually held in abduction, 
slight outw r ard rotation, and moderate reflexion. 

The disease is distinguished from coxitis by 
the absence of shortening, by the fact that the 
great trochanter is in its normal position, and by 
the absence of tenderness in the hip-joint. Injury 
is usually the cause of inflammation, though excep¬ 
tionally rheumatism, syphilis, or gonorrhoea may 
cause a bursa in this region. The disease is ex¬ 
tremely chronic .—Therapeutic Gazette , October, 
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Gentlemen, —Among indigenous poisons is 
conium maculatum , or spotted hemlock. This 
causes a widespread peripheral paralysis. There 
are usually some sensor} 7 symptoms, but the want 
of power is perhaps the most important fact. I 
always like to give leading cases, and the leading 
case of conium poisoning is The Stat# v. Socrates. 
The record, as given by Plato, of the death of 
Socrates is, I believe, as good an account of 
conium poisoning as you could have. It has 
been doubted whether the conium which killed 
Socrates w r as the same plant that we know. 
Whether that be so or not it had the same physio¬ 
logical properties. At all events, I do not think 
it is right that anybody who has attended a class 
on medical jurisprudence should be ignorant ot 
such an important case of poisoning as this. 

Socrates was condemned to death by poison at 
Athens in the year 399 B.c., having been judged 
guilty (1) of disbelieving in the gods received by 
the State, and (2) of teaching the Athenian youth 
not to believe. Plato, in his discourse called 
1 Phaedo,’ recounts how 7 Socrates spent the last 
day of his life in discussing with his friends the 
question of the immortality of the soul, which he 
settled in the affirmative. Socrates concludes his 
discourse with these words, “ that man ought to 
be confident about his soul who, during his life, 
has disregarded all the pleasures and adornments 
of the body as foreign from his nature; and who, 
having thought that they do more harm than 
good, has zealously applied himself to the ac¬ 
quirement of knowledge; and who, having 
adorned his soul not with a foreign, but with its 
own proper ornament, temperance, justice, forti¬ 
tude, freedom, and truth, thus waits for his 
passage to Hades as one who is ready to depart 
whenever destiny shall summon him. You, then, 
my friends, will each of you depart at some future 
time; but now destiny summons me, and it is 
nearly time for me to betake myself to the bath ; 
for it appears to me to be better to drink the 
poison after I have bathed myself, and not to 
trouble the women with washing my dead body.” 
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After exhorting his friends to live in the doctrines 
which he had inculcated, and after insisting that 
when dead he (Socrates) would no Jpnger be in¬ 
habiting the body which they saw, and that as for 
that body they might bury it in such a manner as 
was pleasing to them and “ most agreeable to the 
laws,” he betook himself to his bath. (I may say 
in parenthesis that that always seems to me one of 
the wisest things that Socrates ever did, namely, 
to direct that they were to deal with his dead body 
in a manner “ that was pleasing to them and most 
agreeable to the laws.”) Having bathed, he saw 
his two children and the women of his household, 
and having given them such injunctions as he 
wished, he directed the women and children to go 
away, and then returned to his friends. When 
he came from bathing it was near sunset, and 
then the officer of the eleven came in, and, stand¬ 
ing near him, said: 

“ Socrates, I shall not have to find that fault 
with you that I do with others, that they are angry 
with me, and curse me when, by order of the 
Archons, I bid them drink the poison. I have 
ever found you the most noble, meek, and excel¬ 
lent man that ever came into this place. You 
will bear what is inevitable as easily as possible, 
for I come to announce to you farewell.” And, at 
the same time bursting into tears, he turned away 
and withdrew, and Socrates, looking after him, 
said, “ And thou, too, farewell; we will do as 
you direct: ” and, turning to his friends, he said, 
“How courteous the man is; but come, let us 
obey him, and let someone bring the poison, if it 
be ready pounded; but, if not, let the man pound 
it.” One of his friends urged upon him that the 
sun had not yet set, and that he might still delay 
for a time, but Socrates replied, “ I think I shall 
gain nothing by drinking a little later, except to 
become ridiculous to myself, in being so fond of 
life, and sparing of it when none any longer 
remains. Go, then, obey, and do not resist.” 

After a time the man who was to administer the 
poison entered, bearing it ready pounded in a 
cup, and Socrates, seeing the man, said, “ Well, 
my friend, as you are skilled in these matters, 
what must I do?” 

“ Nothing else,” he replied, handing the cup to 
Socrates, “ than when you have drunk it walk 
about until there is a heaviness in your legs, then 
lie down, and thus it will do its purpose.” 

And Socrates, having received it very cheer¬ 


fully, neither trembling nor changing at all in 
colour or countenance, but, as he was wont, look¬ 
ing steadfastly at the man said, “ Is it lawful or 
not with this potion to make a libation to any¬ 
one ?” and the man replied, “ We only pound so 
much as we think sufficient to drink.” “ I under¬ 
stand,” said Socrates; “ but it is certainly both 
lawful and right to pray the gods that my depar¬ 
ture hence thither be happy; which, therefore, I 
pray,—and so may it be.” As he said this he 
drank off the poison readily and calmly. 

When his friends saw him drink they could 
bear it no longer. Phaedo’s tears came in a full 
torrent; Crito has risen up unable to restrain him¬ 
self ; and Apoliodorus, uttering a piercing cry, 
gave way to a paroxysm of grief, which touched 
the heart of everyone but Socrates himself, who 
said, “ What are you doing, my admirable 
friends ? It was mainly for this reason that I sent 
away the women, that they might not commit any 
folly of this kind. For I have heard that it is 
right to die with good omens. Be quiet, there¬ 
fore, and bear up.” 

And Socrates, having walked about when he said 
that, and his legs having grown weary, lay down 
on his back, as the man had directed him. And 
after a short interval the gaoler, taking hold of 
him, examined his feet and legs, and, pressing his 
foot hard, asked if he felt it. “ No,” said 
Socrates. The gaoler then pressed the thighs, 
and thus, going higher, showed the friends that 
Socrates was growing cold and stiff. Then 
Socrates touched himself, and said, “ When the 
poison reaches my heart I shall depart.” The 
parts around his belly were now almost cold, 
when, uncovering himself, Socrates said (and these 
were his last words): “ Crito, we owe a cock to 
^Esculapius; pay it, therefore, and do not neglect 
it.” “ It shall be done,” said Crito; “ but con¬ 
sider whether you have anything else to say.” To 
this question he gave no reply; but shortly after 
he gave a convulsive movement, and the man 
covered him, and his eyes were fixed, and Crito, 
perceiving it, closed his mouth and eyes. 

“ This,” says Plato, “ was the end of our friend, 
a man, as we may say, the best of all of his time 
that we have known; and, moreover, the most 
wise and just.” 

Dr. Bennett met with a case which is very like 
the case of Socrates. A man ate a large quantity 
of hemlock plant in mistake for parsley, and in 
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fifteen to twenty minutes he had loss of power 
in the lower extremities, and in walking he 
staggered, and later his limbs refused to support 
him, and he fell. Hemlock kills very much in 
the same way as curara, and its physiological 
action is very similar to curara. Hemlock, at all 
events, causes sensory paralysis as well as motor; 
and, with regard to curara, that is a point which 
is undecided whether it does or does not. 
Conium owes its potency to the alkaloid coniin, 
and this alkaloid is fluid and has the pungent 
odour of mice. 

The only other liquid alkaloid which concerns 
us is nicotine. 

'Nicotine is a poison which has, I think, only 
been used once criminally. It was so used in 
Belgium by a Count Bocarme. Now, nicotine in 
its pure form is a very powerful poison indeed; 
and it appears to be a cardiac poison, and kills 
the individual almost instantaneously. When 
tobacco is given, either by the mouth, or, as has 
been done, as an enema, it produces dizziness, 
syncope, nausea, and general muscular relaxation. 
Tobacco, however, is one of those poisons to 
which the world has habituated itself, and poison¬ 
ing from tobacco is exceedingly rare. There are 
very few cases on record of death from tobacco 
smoking or from tobacco chewing. One case, 
however, I remember very well. After the 
Crimean War, in a country district with which I 
am acquainted, a “ peace celebration ” was 
organised, and this celebration was accompanied 
by games, such as climbing greasy poles, jumping 
in sacks, &c. Amongst the games was a “ dry- 
pipe ” competition. A prize of 30s. was given to 
the man who couid smoke the greatest amount of 
tobacco in the shortest time without either drink¬ 
ing or expectorating. I remember perfectly well 
seeing these fellows as they sat round a washing 
tub filled with coarse tobacco. There was an 
army of fillers, and they sat with long clay pipes. 
I remember one man with six long clay pipes in 
his mouth at once, drawing in the tobacco as hard 
as he could. The fun, if one may call it so, was 
to see the competitors sick one after the other, 
and retire from the contest with what grace they 
might. I remember that the man who won that 
contest was the biggest ruffian in the district, 
locally known as Dick Turpin, and that he died 
next day. Whether he had any heart disease or 
not I do not know; but his death caused a tre¬ 


mendous disturbance, and those who had left the 
games before this competition overwhelmed those 
who had remained with epithets bred of love and 
sour sanctimony. The tobacco plant is a solana- 
ceous plant, and there are other plants of this 
order which contain poisonous alkaloids, of which 
the best known is atropine. One hears also of 
solanin, daturin, and several others, but they all 
act very- similarly. 

Now, the effects of the airopa, belladonna, or 
atropine are very interesting. The first thing that 
happens after a poisonous or a lethal dose of 
atropine is dilatation of the pupil, and that is 
followed by great dryness of the throat, and the 
patient is always trying to swallow because of the 
dryness. The next symptom is delirium, and the 
delirium from atropine is a very curious one. I 
think it is very different from the mental condition 
of opium, and from the mental condition of 
alcohol. The delirium has been an “ everyday 
delirium,” in which the patient imagines he is 
about his ordinary business, or wants to go about 
his ordinary business. There is a case on record 
in which a number of monks in a monastery took 
the leaves of the belladonna plant and cooked 
them by mistake. And they did what has been 
recorded in other cases; they went about their 
duties in a silly way at the wrong time. They 
got up in the middle of the night and chanted 
morning service and rang the bell. Another point 
is that not only is the pupil dilated, but the 
muscles of accommodation are more or less 
paralysed and out of gear, and therefore visual 
hallucinations are common, in fact the patient 
with belladonna poisoning often sees things and 
tries to catch at things which are not present. 
With the dryness of the throat there is great dry¬ 
ness of the skin, and there is a very rapid pulse, 
sometimes as much as 120 to 130; and even 160 
has been known. There is also giddiness. Occa¬ 
sionally there has been noticed a scarlet rash upon 
the skin, but this occurs with many poisons, and 
is not peculiar to anv one. Bloodshot eyes have 
also been noticed. Poisoning has arisen from 
eating the plant; and children have taken 
glycerine and belladonna in mistake for syrup, 
because of its sweet taste. There is often irrita¬ 


tion of the bladder. The post mortem signs are 
of no value. I can give you no better illustra¬ 
tion of atropin poisoning than by telling you of 


Dr. Sharpey, the Professor of Physiology in this 
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College, and for many years Secretary of the 
Royal Society. 

In the year 1873 Dr. Sharpey was operated 
upon for cataract. Later in the year (on Septem¬ 
ber 18th) he journeyed from Scotland to London. 
On the 21 st he took 60 to 80 drops of solution of 
atropia in mistake for quinine. This was “ in the 
forenoon.” Believing the solution to be weak, 
and that no ill-effects would follow, he continued 
looking over his papers. About one o’clock he 
went into his bedroom for a glass of water (feeling 
thirsty ), and fell heavily upon the floor insensible. 
He remembered nothing which occurred between 
1 p.m. on the 21st and 9.30 a.m. on the 22nd 
(20J hours). He was attended by Professor 
Thane and his father and Professor Ringer. 

When first seen, at 1 p.m. on the 21st, he was 
unconscious, incoherent, skin hot and pungent, 
face flushed, veins of forehead turgid, pupils 
doubtful, owing to cataract operation. Pulse no, 
irregular, generally full, but varying much. 
Heart’s action irregular, teeth and lips dry and 
covered with sordes. Very restless and very diffi¬ 
cult to keep in bed. He became gradually more 
restless and delirious, and he had a constant 
desire to pass water. The speech was thick and 
indistinct. 

At 5 p.m. he was delirious and drowsy. Did 
not recognise Dr. Ringer. His attention could be 
attracted by speaking loudly. Was constantly 
trying to dress, and saying he should lose his 
train. Had apparently lost some control over 
arms and legs. He was not quarrelsome nor 
ill-tempered, but attempted to reason. No para¬ 
lysis nor twitching nor involuntary movement. 
9.30 p.m., still delirious, refusing to stop in bed, 
and saying, “ I shall lose my train.” Voice 
natural. ‘Very thirsty. From this time he gra¬ 
dually recovered, and was well at 9.30 on the 22nd. 
No rash nor pain in the head throughout. Dr. 
Sharpey has himself described his sensations. 

“ The first thing I can recollect is that I was 
struggling with people in the room. I suppose I 
must have been very fractious in my delirium. I 
imagined that I had to go off by train, which 
started at ten in the morning, and that the hour 
was approaching, whilst I had nothing ready for 
the journey; and I believe that I wished to dress 
and pack my things, but was thwarted and pre¬ 
vented by the people about me. At length I was 
persuaded that it was too late to catch the train, 


and agreed to wait till the evening. (I may here 
explain that I had come from Scotland by rail on 
the previous Thursday.) I then became sensible 
that I was lifted into bed and ordered on no 
account to rise, which I thought a most unreason¬ 
able restraint, especially as I was tormented with 
irritation in the bladder and almost incessanr 
desire to pass urine, which was in very small 
quantity. In this way I passed a very restless 
night, but slept fairly in the morning. Mean¬ 
while, my head began to clear, I remembered 
having taken atropia, and then was able to attend 
to my condition with some degree of intelligence. 
I had an intense feeling of dryness in the throat, 
which I knew to be an effect of the poison; this 
abated towards morning, and then, although I 
could move my body and limbs, it w T as only by a 
great effort; and when I raised my arms, they felt 
as if made of lead. This I ascribed to partial 
paralysis of the motor nerves, and I watched with 
some interest the return of power as the night 
advanced. As to my sensations, they w r ere not 
blunted, but I misinterpreted them. Thus, I felt 
a wet cloth on my head, but supposed I had been 
out in the rain without my hat; and a dose of 
bromide of potassium given to me I recognised 
as a saline solution, but imagined it was mineral 
water from the Airthry Spring, which I had tasted 
on the spot some ten days before ” (‘ Lancet,’ 
September 27th, 1873). 

With regard to testing for atropine, there is no 
chemical test for it which is of much value. You 
can make sure that you have an alkaloid present, 
you can make sure that it is not morphia, and not 
strychnia, and so forth. Having found that you 
have an alkaloid, the next point is the physio¬ 
logical test. Put some of the extract into the eye 
of an animal, and if you get dilatation of the pupil 
that is more reliable than anything. 


Epithelioma of Urethra.— In a case of this 
character, described by David, the diseased urethra 
and anterior vaginal wall were dissected up and 
removed. The remaining posterior fourth of the 
urethra w r as sutured to the mucosa of the vestibule 
after fastening it beneath the pubic arch. The 
remainder of the vaginal wall was attached just 
beneath the new urethral opening. The patient 
can control her urine for four hours .—American 
Journal of Obstetrics , October, 1899. 
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To-day I begin my lecture with the unusual intro¬ 
duction of “ Ladies and Gentlemen.” And I am 
very glad that members of the nursing staff should 
be present, as the subject I am lecturing on is 
one which is of quite as much interest to the 
nurses as to students and members of the medical 
profession. 

The subject to-day is the light treatment of 
lupus vulgaris. But before we can enter upon that, 
we must have a proper conception in our minds 
of the nature of the disease which has to be dealt 
with. Now, as the special subject of my lecture 
will take some time, I must pass over this portion 
very briefly. 

Lupus vulgaris is a common disease in this coun¬ 
try. It shows itself in the most typical form by 
a patch in the skin, which begins as a small red¬ 
dish or yellow nodule of a translucent appearance, 
resembling, to use the word employed by Mr. 
Hutchinson, apple-jelly, or barley sugar. These 
spots or nodules are in the corium at varying 
depths, of translucent character, and the patches 
are separated from the surrounding healthy skin 
by a definite and decided margin; that is the most 
typical and simple form. But there are many 
other varieties of lupus, from the most simple to 
the most complex. The second most important 
variety is lupus diffusus or lupus disseminatus, 
where we have larger patches, as shown here; and 
these two types clinically and histologically pre¬ 
sent certain differences; the latter is more vascu¬ 
lar and accompanied by more inflammation. 
There are a great many sub-varieties, or variations 
in the appearance of the disease, which have no 
essential connection with its nature, degrees in 
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Which the papillary growths t>f the skin take place 

—L. papillomatosus; cases in which the keratinic 
properties of the skin are increased—L. verru¬ 
cosus ; cases in which a large amount of exuda¬ 
tion and secretion is encrusted on the surface— 
L, prustosus; and a great many varieties of im¬ 
portance and interest clinically, but which histo¬ 
logically only present some variations and secon¬ 
dary effects. Lupus is a disease which sometimes 
is confined to the skin, or is so in many cases. 
In a certain proportion of cases the mucous mem¬ 
branes are also affected. Of the skin, that on 
the face is most frequently involved, next that 
of the neck, then perhaps that of the buttocks, 
then the limbs below the elbows and below the 
knees, then the trunk. No part of the body, 
however, is exempt from it, with perhaps the 
exception of the palms and soles. I have said 
that the mucous membranes are also affected, and 
in far the larger number of cases it is the mucous 
membrane of the nose, involving the septum. 
The next common seat on mucous membranes is 
on the lips, then the gums, the insides of the 
cheeks, the palate, both hard and soft, but chiefly 
the hard, the larynx, and extremely rarely the 
tongue, though I have drawings here from the 
1 International Atlas, of Rare Skin Diseases/ of a 
case of Leloir’s, in which the absolute nature of 
the disease is made certain by the evidence con¬ 
tained on this plate, where the tongue is affected 
by a semi-sclerotic form of lupus. The propor¬ 
tion in which the mucous membranes have been 
affected has been variously estimated by different 
writers. Haslund of Copenhagen estimates the 
proportion of cases in which the mucous mem¬ 
branes are affected as about 45 per cent. Dr. 
Forchammer, the clinical physician at Finsen’s 
Mediciniske Lysinstitut at Copenhagen, thinks 
that in the cases they get there in about 75 per 
cent, the mucous membranes are affected. I 
formed the impression, on my visit to Copen¬ 
hagen, that the proportion of cases in which the 
mucous membrane was affected was greater than 
that which we are accustomed to see in this 
country; and that, I think, is another way of stat¬ 
ing a fact, that the disease in Scandinavia is pro¬ 
bably of a more severe type than that usually seen 
in this country. However, that is an observation 
which one makes with a very great qualification, 
because at the institute I have alluded to, the 


reputatfon of which is very great, "Cases come not 
only from all parts of Scandinavia, but the very 
worst cases come, those which doctors have tried 
to cure but have failed, and have sent to this 
institute as a last resource. To this same place 
patients who have employed no treatment for a 
long time, and have been long neglected, find their 
way, as a hope of getting some relief. Therefore 
I may have seen an unusually severe type there, 
not because it was characteristic of the place, but 
because I saw the worst types they had in the 
country, or perhaps, indeed, in Europe. Dupus is 
a disease which begins principally in the early 
period of life. Lupus vulgaris generally com¬ 
mences before ten years of age; it is rare before 
three, though cases are on record in which it has 
commenced at two. It is comparatively rare after 
puberty. Nevertheless, though it is rare, cases 
occur at any period up to or beyond the age of 
eighty. Still, we never lose sight of a broad fact 
in medicine, and very frequently in estimating 
the probability of a diagnosis, we are driven to the 
conclusion that a case is one of L. vulgaris largely 
because it began in childhood. A very chronic, 
destructive/necrotic disease, which has begun in 
childhood, and in which there have been alterna¬ 
tions of quiescence and activity extending over a 
number of years, carries an overwhelming proba¬ 
bility that it is L. vulgaris. As regards the two 
sexes, the disease is much more common in 
women than in men, or, I should say, in the 
female sex than in the male, because many of the 
cases have not arrived at adolescence when it 
comes on. Many estimates have been made on 
this point; many give it at two females to one 
male. Crocker, from his own observation, thinks 
it would be more accurately stated at four to one. 
The disease is more common in the poor than it 
is among the rich; but then there is, as of course 
you know, a larger proportion of poor people in 
the world than of the well-to-do. It is a disease 
probably largely of climate, being more common 
in cold and damp climates than it is in warm and 
dry climates. For this reason the disease is more 
common in the north of Europe than it is in the 
soufh, and probably, as I have said before-^ 
though I say it with reserve—the type is more 
severe in the northern parts of Europe than it is 
further south. 

Now, the most important thing is the actual 
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pathological nature of the disease. Lupus vul¬ 
garis belongs to the type of diseases known as the 
infective or specific granulomata. We have a 
diagram of lupus here which shows you the infil¬ 
tration of the corium, in this case of the more 
superficial part, with cellular exudation. The in¬ 
fective granulomata are all characterised by this 
fact, that a tissue-like granulation'tissue, consisting 
of what are generally regarded as round or lym¬ 
phoid-cells, epithelioid-cells, and giant-cells, con¬ 
stitutes the growth. All these granulation tissues 
are due to some microbic influence—tubercle, 
syphilis, of which latter, though we have not seen 
the virus, we know it is existent, and leprosy, and 
various other diseases which come under the same 
category. So that the very fact of a disease con¬ 
sisting of granulation tissue renders it in the 
highest degree probable—a probability practically 
amounting to: certainty—that the . disease is due 
to a specific microbe. As a matter of fact, Koch, 
who discovered the Bacillus tuberculosis, found 
it in lupus. There is abundant other evidence 
that lupus is due to the Bacillus tuberculosis. 
Portions of lupus, as in the drawing of Leloir’s 
which I have passed round, from the tongue, 
implanted in an animal susceptible to tubercle, 
give rise to tubercular infection, as you will see 
by the representations of the lung in which 
tubercle is present. The association with other 
tubercular affections is important—diseases of the 
glands, tubercular disease of the lungs, of the 
joints, and of other parts. The specific reaction 
of lupus to injections with tuberculin again de¬ 
monstrates that it is a tubercular affection; but, 
owing to the fact that the bacilli are so sparse 
that they are found with difficulty, it has been 
contended by some writers and pathologists that 
lupus is not necessarily a tubercular disease. That 
was an opinion held some time ago, owing to the 
difficulty of finding the tubercle, shown here in a 
giant-cell; but that difficulty, I think, has now 
been completely disposed of by the facts I have 
adduced. 

Moreover, lupus is associated very frequently 
with tubercular disease in other parts, which, I 
may say, does not amount to a proof that the 
other parts have been infected through the skin, 
but it shows that the patient, by the very fact of 
having these other diseases is a tubercular sub¬ 
ject, or liable or vulnerable to the tubercular 


poison. But the disease has proved inoculable 
not only in animals but also in the human subject. 
It has been conveyed by the operation for vaccina¬ 
tion, by tattooing, and has been communicated 
from patient to patient, as in an instance Mr. 
Clinton Dent has published —a series of three 
sisters of one family who were affected with lupus, 
two of whom slept together. Lupus is probably 
also conveyed by the bites, of insects, flies, and 
others, by which the specific .virus is conveyed 
from one person to another. But the family ten¬ 
dencies to tuberculosis are very marked indeed 
in lupus patients. Dr. Crocker has shown that 
a very large proportion of cases of lupus have 
tubercular family proclivities, more than is gene¬ 
rally supposed. As a matter of fact, statistics are 
very much needed as to the proportion of patients 
affected with lupus who become the subjects of 
other tubercular affections or who die from tuber¬ 
cular disease. There are many reasons which 
explain the difficulty of obtaining such particulars; 
very often the disease extends for many years— 
ten, twenty, thirty, forty years. These patients 
naturally drift away from doctor to doctor, and 
it is very difficult, in many cases quite impossible, 
especially in hospital practice, where the largest 
opportunities of study are afforded, to obtain com¬ 
plete after-histories of our cases. But there is 
good reason to believe that a much larger pro¬ 
portion of cases of lupus ultimately die from 
tubercular diseases than the actual statistics • at 
present obtainable would seem to show, and greater 
than the bulk of medical observers believe. 

Now this disease, due to a tubercular invasion 
of the skin, presents certain peculiarities. Whilst 
it is perhaps, in some respects, the most typical, it 
is not the only tubercular affection of the skin; 
but it differs in marked ways from other tubercu¬ 
lides. One of the most remarkable features is, 
I should say, the slight, or, perhaps, rather slow 
tendency to produce, in spite of what I have just 
said, general tubercular infection. A large num¬ 
ber of cases last for a number of years without 
general infection, confined to the skin and adja¬ 
cent mucous membranes; and that is one of the 
arguments which have been held by some to be 
against its tubercular nature. 

Left to itself or imperfectly treated lupus goes 
on extending. There are periods of quiescence 
and periods of renewed activity, in which the 
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disease makes advances; but the disease has very 
little, indeed scarcely any, tendency to spon¬ 
taneous recovery. A few cases do occur in which 
recovery takes place, and in these circumstances 
the tubercular nodules wither up, the skin be¬ 
comes thin and translucent and assumes the ap¬ 
pearance of a scar, as it is generally spoken of, 
by which we mean replacement of the normal 
histological features by fibrous tissue. It is con¬ 
tended, however, by Unna, who says, by the way, 
that the so-called epithelioid cells, which are the 
most characteristic feature of lupus tissue, are not 
epithelioid at all, but plasma-cells, that the so- 
called scar of lupus is a formation just as typically 
tubercular as are the plasmoid or epithelioid cells. 
There is a good deal of practical significance in 
that, because all who are familiar with lupus are 
aware how frequently its nodules recur in the 
scars of lupus; and it would seem that it is only 
really a change of form in the tissue which pro¬ 
duces either the nodular form, consisting of these 
plasmoidal cells or this thick fibrous tissue ap¬ 
parently, which is really, according to Unna, more 
allied to fibroid tubercle than it is to scar tissue. 
On this point I express no opinion. This, then, is 
the disease I have tried to sketch out. I have 
told you the circumstances in which it occurs, that 
it is a granulation growth, a specific granuloma 
due to the invasion of the skin by a specific 
microbe, the bacillus tuberculosis; that it occurs 
especially in the young, though it may occur at 
any age, and that the tendency is, with periods of 
quiescence and activity, to slowly progress, de¬ 
stroying the tissues and producing great deformity. 
I have not mentioned amongst the varieties the so- 
called Lupus exulcerans or Lupus exedens, because 
it raises questions too large to be discussed now, 
and therefore I intentionally shirk them; that is 
to say, the question of the mixed infections which 
may occur in tuberculosis. By some the suppura¬ 
tive and ulcerative process is said to be due to a 
pyococcic invasion, which gives rise to suppura¬ 
tion and true ulceration; by others it is not re¬ 
garded as a true ulceration at all, and they state 
that there are no pyogenic micro-organisms. 
Lastly, I have said that if left alone lupus tends to 
increase and to produce progressive deformities. 

That brings me to the second part of my sub¬ 
ject, and that is, How is this disease generally 
treated? We now know what we have to deal 


with, how then are these conditions generally 
met ? Well, of course, the ideal of treatment, 
knowing that it is a microbic disease due to the 
action of the tissues consequent on the invasion of 
this Bacillus tuberculosis, is in the most direct way 
to destroy the micro-organisms which produce the 
disease. But this is easier said than done. The 
remedies which are actually used may be divided 
into two classes: those which are used internally 
and those which are external in their application. 
Under the head of the internal ones we have some 
such attempt to fulfil the required condition of 
exercising a destructive influence on the micro¬ 
organisms which cause the disease. When Koch 
followed the discovery of the bacillus tuberculosis 
with the preparation of tuberculin, promulgated 
prematurely, great expectations were raised as to 
the value of injections of tuberculin in the treat¬ 
ment of lupus. Cases were exhibited at the 
societies showing enormous benefit by the treat¬ 
ment, but at the present day this treatment has 
dropped to almost nil. The expectations which 
were raised of the tuberculin—either the old or 
the new—have not been fulfilled; but it is more 
than possible that, with that reaction which is so 
characteristic, not only of general public opinion 
but of professional opinion—the swing of the 
pendulum—we have gone from expecting too 
much to believing in too little of its effects. At 
any rate, those who have used it most, on looking 
back at the cases in which they employed it, 
though it did not fulfil the expectations formed 
of it, say that, on the whole, the cases which have 
been treated by tuberculin, either old or new, have 
ultimately done better than cases not so treated. 
That subject is too large to discuss now. The 
immediate effect of the tuberculin when injected 
into the body is to excite great hypergemia and 
exudation in parts in which any tubercular process 
is going on. In consequence it produces great 
swelling of the lupus tissue and a copious exuda¬ 
tion of a sero-fibrinous character, and these lead 
subsequently to crusts forming, producing a lupus 
crustosus. This is accompanied by very grave 
constitutional reaction; the temperature goes up 
to 103 0 to 104 0 , or even 104J 0 , and the patient 
is profoundly ill for a day or so. Individual reac¬ 
tion to the tuberculin varies considerably. The 
effect of it on lupus is that it gets rid of the 
inflammatory product which surrounds the plasma- 
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cells, and diminishes later the vascularity which 
are present to a certain degree in most cases, but 
that the little apple-jelly nodules in the skin are 
very little influenced by the tuberculin. That is 
the outcome of the experience of all observers. 
It gets rid of the accompanying inflammation, but 
apparently does not kill the bacillus or these 
plasmoidal or epithelioid cells and the tubercular 
formations which are characteristic of the action 
of the virus. 

Another remedy which has been employed for 
internal use is the thyroid extract. A certain 
amount of reaction and of benefit follows its use. 
According to the experience of most, this improve¬ 
ment is dearly purchased; in some patients it 
produces great weakness, feverishness, faintness, 
very often vomiting, and the results are not pro¬ 
portionately good, nor results which cannot be 
gained by other measures without such severe 
constitutional effects. Thyosinamin has also been 
used; in some mysterious way which is not under¬ 
stood it seems to exercise a selective influence, 
producing a reaction in the lupous tissues, and is 
of undoubted benefit in some cases. But it is 
very apt to overact and give rise to serious conse¬ 
quences, so it has not been employed by many. 
The same, I should say, is one of the great objec¬ 
tions to tuberculin. We owe to Virchow the state¬ 
ment that the changes excited in the lungs after 
injections of tuberculin are so profound that he 
had never seen, in the whole of his enormous 
pathological experience, such changes present in 
other circumstances. So that, whilst tuberculin is 
useful and has its own use in the treatment of 
lupus, it is a remedy to be employed very 
cautiously, because if there are quiescent lesions 
in the lungs, glands, and elsewhere, this tuberculin 
may light up a very virulent inflammation, which 
may be worse for the patient than the lupus. I 
want to say this, that we have no remedy for 
lupus or any tubercular affection like we have 
in mercury for syphilis, and perhaps iodide of 
potassium for actinomycosis. Without these drugs 
being absolutely specific, their action is so strik¬ 
ing, either in limiting the vitality of the microbe 
or in enforcing the protective activity of the 
phagocytes, that it amounts, for clinical purposes, 
almost to the same thing as a specific action. We 
know that we can control absolutely the course 
of syphilis by mercury given at the proper time. 


Perhaps we cannot speak quite so strongly of the 
influence of iodide of potassium in actinomycosis, 
but the cases of it I have seen, though the disease 
is generally or invariably fatal by other methods 
of treatment, it has appeared to be arrested for a 
greater or less period of time by iodide of potas¬ 
sium. 


So much for the internal treatment. Now we 
will speak of the external treatment, about which 
I must be very brief, because the number of 
methods of treating lupus externally is legion. 
Now, when there are a great many remedies for a 
disease, it generally seems that no one of them is 
very successful or pre-eminently better than many 
others. The results aimed at are the destruction 
or removal of the lupus tissue, and this is brought 
about in various ways; one method is by salicylic 
acid applications, producing an atrophic influence 
on the subjacent tissue, causing it to wither up 
and exfoliate. Other measures which are very 
commoniy in use are those embracing the appli¬ 
cation of caustics, which may be chemical or 
other. From time immemorial the use of nitrate 
of silver has been one of the most common. 
Nitrate of silver is freely applied to the tissues 
and produces a very active inflammation; it is 
exceedingly painful in its application. But it does 
exercise such an ameliorating influence on the 
disease that many, notwithstanding the objections 
to it, still continue to employ it. Again, w r e have 
many other chemical caustics, such as arsenical 
paste, Vienna paste, London paste, chloride of 
zinc paste, and others, which destroy the tissues 
affected by the disease. But all of them are more 
or less indiscriminate in their action; they destroy 
the good tissue with the bad, and therefore they 
are forms of treatment which fall short of the ideal, 
and make us feel we should be glad if we could 
have a more excellent way of curing the disease. 
Then we have Paquelin’s cautery, and the galvano 
cautery, by which we can limit the area more 
easily, but with which we still destroy the healthy 
tissues to a very great extent. 

Another method of treatment in very general use. 
which I employ myself almost invariably, is that by 
erasion or scraping by means of a spoon. We 
use a sharp curette or scoop—Volckmann’s spoon 
—to scrape out the diseased tissues, these tissues 
yielding more to the action of the scoop than do 


the healthy tissues, so that by this mechanical 
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means we probably destroy as little healthy tissue 
as by any other means. Then an antiseptic is 
applied. The effects of scraping may be enforced 
by the subsequent application of either carbolic 
acid or sulphuric acid, or nitric acid, by which 
the tissues are still further destroyed after the 
rough process of scraping has been completed. 
Erasion is undoubtedly one of the best and most 
popular methods we have for treating this disease. 

Then there is the process known as linear scari¬ 
fication. Small portions of the iupus are cut up 
by parallel-bladed knives, by which means a good 
deal of tissue is destroyed. But this is not with¬ 
out risk. Though I have never seen any harm 
from erasion, yet it is stated that both by it and 
scarification may be produced a general infec¬ 
tion ; that is to say, you may open the lymphatics 
and. break down the tissues so that the tubercular 
virus is conveyed along the lymphatics and dis¬ 
seminated over the body, and in that way a 
general infection of the system may result. That 
has undoubtedly been proved as more likely to 
take place in cases of scarification than in cases 
of erasion. Multiple puncture has its advocates. 

So dissatisfied are people with the measures in 
use for treating lupus that they are always in 
search of some new one. No great time elapses 
without new remedies being suggested for the, 
treatment of lupus. I will mention one or two 
of the most recent ones. One is the plastic opera¬ 
tion of Lang, which, has come a good deal into 
use, where the diseased areas are cut out and 
replaced by healthy tissue. That is undoubtedly 
the quickest and most effective treatment. It is , 
a severe measure—perhaps you will say justified 
by severe disease—but it is severe. In Lang’s 
hands the results have been exceedingly good. j 
In the hands of some of his disciples and followers \ 
they have ilot been equally satisfactory. Though : 
a serious operation, in successful cases it gives! 
extremely good results. Another new method of j 
treatment has been that by hot air; heated tubes, j 
with air forced through them, are made, to play 
upon the diseased .tissues. Whether- it acts on; 
the tissues or on the bacilli is not, known, but 
good results are given in favourable cases. u If not' 
exceedingly carefully conducted this treatment is 
to excessive, i?d,sloughing aucj ..gangrene j 
J ca , u ? ed .; ?t as: a, difficult .treatment ; ;to | 
the greatest jcantio^'lft jtp use i 


Amongst the most modern treatment is that of 
Unna, by puncture with spiculae of wood which 
have been plunged into carbolic acid and mercury. 
That causes a destruction of a small area, and a 
little bead of pus is produced; it has given some 
good results. 

Now I come to another kind of treatment, 
which is used especially by Professor Niesser, 
namely, by the Rontgen rays, which have been 
employed with a certain amount of success. It 
takes a considerable time to operate, but the re¬ 
sults are said to be very good. A few cases have 
been treated recently in this hospital by this 
method The results appear encouraging, but it 
is as yet too early, to speak positively. 

This brings me to the third part of my subject: 
the “ Light Treatment 99 of Professor Finsen. I am 
afraid, ladies and gentlemen, that my introduction 
has been a very long one, but I felt it was neces¬ 
sary in order that you might be able to judge of 
the results. I will tell you briefly what it is. Pro¬ 
fessor Finsen has been working at the subject of 
the action of light on organic life in its widest 
aspects. To briefly state his propositions, to 
show the action of light in the treatment of lupus, 
it is first necessary to speak of the proved bac¬ 
tericidal action of light. This problem has been 
worked out more or less completely, originally 
by Downes and Blunt, in a paper at the Royal 
Society; the work has been carried on by a num¬ 
ber of observers, especially Widmark and Finsen, 
and it has been proved in the most incontestable 
way that micro-organisms and different kinds of 
the lower orders of life are very markedly in¬ 
fluenced by the chemical rays of light. It has been 
proved not only that light is one of the most 
important germicidal influences, but that the 
active part of the spectrum in producing the death 
of the germs is that comprising the violet and 
ultra-violet rays. This treatment, then, is based 
upon the collection .Of the-violet and the ultra¬ 
violet rays, pnd the exclusion of the others, that 
is, principaUy* of the heat rays. The second part 
of the problem set ,6ut: by Dr. pinsen’s demonstra¬ 
tion Was .that the well-known inflammation 1 of. thie 
skin produced by light is really due to the chemi¬ 
cal rays, This haa been proved by several ob- 
<l«rver& very ^ihtey©stiJ^^lObsen?ations 

ihave )been made by; Dr.iiBowlftft^oa7/thi& isubject. 
,lfe:^ias-:ptu<diediJth«i of; ligkfrrin/ they Aipsy- and 
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has especially interested himself in the influence of 
the reflection of light. He has shown, and his 
observations have been supported by others, that 
the reflected light from the snow in the Alps and 
elsewhere is modified, so that the chemical rays— 
the violet and the ultra-violet rays—pass in larger 
quantity, and in this way reflected light, acting on 
the face and other exposed parts, produces sun¬ 
burn on those who climb in the snow much more 
than do the direct rays of the sun itself. I men¬ 
tion this because Dr. Finsen regards it as very 
important that the chemical rays of light can 
produce an inflammation of the skin. The fact 
that sunlight can produce an erythema solare is 
well known, and is proved by recent work to be 
the result of the chemical, and not of the heat, 
rays of the sun. Finsen believes that this has an 
important bearing on the production of the in¬ 
flammatory changes in lupus. A third point on 
which he lays stress and looks Upon as a thing 
necessary to prove is the penetrative action of 
-the chemical rays into the skin. Of that there is 
no doubt. He shows that if you put a piece of 
photographic paper behind the ear and apply 
strong sunlight or electric light to it for several 
minutes it remains unchanged; but if you com¬ 
press the ear between two pieces of-glass, so as 
to-squeeze out the blood, in a few seconds the 
paper becomes black. Now that teaches us a 
very important fact in the treatment, namely, that 1 
the blood in the tissues interferes with the pene-^ 
tration of the light, and, as you Will see in a few; 
. minutes, part of the treatment is based- on this : 
process of anaemiating the skin, so as to allow, 
greater penetration for the rays. I haVe said that 
the three points Dr. Finsen insists upon are the 
fact that the bactericidal action of light is due to 
the chemical rays and not to the heat rays, that 
the chemical rays alone are able to produce an 
..erythema or inflammation of the tissues, and, 
thirdly, that they have very decided f penetrative 
powers, being able to pass through the lobule of 
the ear quite easily. Finseri’s work in connection 
with lupus-has been to apply these principles to 
the practical treatment of-the disease, and he uses 
for this purpose two measures. For times when 
the sun is shining .constantly, this large lens .which I 
show you, a plaBOfconvex lens* hollow, filled with an 
ammoniated solution ;of copper, is employed: .By 
this means the sunlight is focussed at some dis- i 


tance on this side. The water in the solution in 
the lens absorbs the ultra-red rays and \he blue 
colouring material, the ammoniated solution of 
copper, absorbs the red and yellow rays. These 
red and yellow rays, as I have said, have no bac¬ 
tericidal power, but interfere with the result. I want 
you to clearly understand the objects of this. The 
patient is put into position at the point at which 
the rays are focussed, and the lens itself has a 
mechanism by which it can be raised or lowered 
to any point. I will now point out to you the im¬ 
portance of anaemiating the skin, so as to produce 
great penetration. This little apparatus is secured 
tightly to the head by means of elastic bands. It 
is plane on the upper surface, and plane or convex 
on the lower surface in contact with the skin, 
with a space between. Here are two rubber tubes 
connected with a cistern above, and having an 
outlet below for circulating ordinary cold water 
through the little plate or compression lens. This 
is necessary, because the rays of light focussed by 
the lens or electric-light apparatus would other¬ 
wise be too hot for the patient to stand on the 
skin. This constant stream of water enables the 
patient to bear it comfortably, so that this very 
simple but extremely efficient apparatus serves 
the double purpose of cooling the rays and of 
anaemiating the skin, as you will readily see. But, 
unfortunately, at Copenhagen, as in London, the 
sun does not always shine, and consequently the 
sunlight treatment, which is jiot only the cheapest 
but far and away the most efficient, has to be sup¬ 
plemented in some other way. For this the arc light 
is employed. I will pass round a photograph of 
arrangements at Finsen’s Institut, and also a copy 
of Dr. Bie’s article in the ‘ British Medical Jour¬ 
nal ’ for September 30th, a most admirable, lucid, 
and complete scientific paper, which explains the 
general arrangements and principles. I will ex¬ 
plain the electric-light apparatus very briefly. We 
have four telescopic tubes or cylinders, ranged, as 
it were, round the lamp above us in a ring, each 
tube being complete in itself. There are two 
lenses at the proximal end of each tube, which 
bring the divergent chemical rays in the arc light 
to parallelism. The chemical rays in sunlight are 
parallel, but in the arc light they are divergent. 
The rays-are conveyed down this tube to a lens 
below the middle, and one at the distal_ end, be¬ 
tween which ds distilled water, and eventually iat 
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the exit the rays are brought to a • focus. The 
patient is placed about ten centimetres from the 
end of the lamp. A certain amount of regulation 
can be effected, and a certain amount of focussing 
done; but, on the other hand, it requires a great 
deal of care and skill to get the cylinders accu¬ 
rately in the focus of the light and to see that 
the rays are kept entirely parallel. However, that, 
comes with care and experience. The patient to 
be treated is placed on a couch or chair, in the 
axis of the light emerging from the cylinder from 
the arc light, within about ten centimetres of it 
Whether direct sunlight or the arc lamp is used, a 
nurse has to be constantly in attendance on the 
patient, so as to secure the proper apposition of 
the compression apparatus, and also to regulate 
the cylinder that the rays are properly focussed. 
Thus it will be seen that the diligent attention 
of the nurse during the whole time is neces¬ 
sary. It is exacting and fatiguing work, and 
trying to the eyes, in spite of the fact that the 
nurse wears blue glasses. 

So far as I can show you, I have demonstrated 
the mode in which the treatment is employed. 
Originally Dr. Finsen had connected with this 
lamp some ammoniated sulphate of copper, for the 
same reason as in the sun lens, but at that time 
he used glass lenses. By the employment of rock 
crystal for the lenses, which allows the chemical 
rays to pass much easier, it is not found necessary. 
The effect to the patient from the sunlight is 
much more pleasant and much less inconvenient 
than from the arc light. The application of the 
light, either by the sun or by this electric arc 
lamp, is to produce very little immediate effects, 
but a few hours afterwards the part becomes red 
and swollen, but this goes down to a considerable 
degree in twelve to twenty-four hours. In some 
cases the reaction is excessive; vesicles and bullae 
form, but never in the experience at Finsen’s Insti- 
cut has any necrosis of tissue taken place. But 
some skins are much more sensitive than others, 
and react so much that the treatment has to be 
discontinued for a time. Whether this reaction 
or inflammation, which is not excited at the 
moment but comes some hours afterwards, is a 
specific action such as we get from tuberculin 
when administered internally, is a subject very 
much open to discussion. I have mentioned that 
Dr. Finsen laid stress on the power of the chemi¬ 


cal rays to produce an erythema, and the question 
is whether that is a specific erythema. We easily 
get sunburnt in Switzerland when on the snow- 
covered mountains, whether we have lupus or not. 
My own feeling is against this reaction being a 
specific one, due to some chemical action produced 
in the tissues peculiar to the lupus itself. The 
patients attend the Institut daily, except Sundays, 
and they have to undergo treatment for an hour 
at a time. As a matter of fact, they attend for 
one and a quarter hours, so that they do not lose 
any of the time caused by interchange of patients, 
etc. The average duration of treatment is three 
to four months—a long time it will be said for 
daily attendance to extend to. In some of the 
more obstinate and severe cases the treatment 
extends over seven, eight, nine, twelve, or even 
more months. But in the majority of cases the 
results are exceedingly good. The inflammation 
subsides, those gelatinous apple-jelly nodules 
gradually disappear, and at the end of three or four 
months, or longer, the skin has resumed a more 
or less healthy appearance, with a smooth supple 
scar. The scar is not conspicuous. I will pass 
round a number of photographs given me by Prof. 
Finsen, showing some of tjie results, and I think 
you will regard them as very satisfactory. In the 
scars there is no tendency to the formation of 
keloid contraction, with those dense fibrous bands 
which result so often from the mechanical treat¬ 
ment of the disease; the scar is soft, not deadly 
white, not much pigmented. As a matter of 
fact, all the cases which have been treated there, 
with, I think, one or two exceptions, have derived 
benefit; and if you had been there and seen the 
cases as I have, you would realise that that is 
saying a great deal, because the reputation of 
Finsen’s treatment is so great that all the cases 
uncured by other methods go there as a last resort. 
Many of the severe cases would not have been 
undertaken at all except for the fact that they 
were sent by doctors with an earnest request that 
they should be treated, or else by reason of the 
patients 7 most earnest solicitations that they should 
be given a chance of recovery from such a dread 
disease. But if the staff of the institution had 
consulted their own reputation, based on average 
successes, they would not have attempted the 
treatment of many cases that they have under- 
[ taken. 
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I should say that the arrangements, which are 
admirably complete at that institution, include 
the marking out of the portions of skin for action 
each day. You see that the portion of skin which 
can be treated at a sitting is no greater than that 
of this compression lens, which is small, hence 
the necessity for this marking out to deal with 
a fresh portion each day, beginning from the cir¬ 
cumference. In this way, day after day, a whole 
large area is treated, working back to the original 
place of starting. 

What are the objections made to this method of 
treatment? Well, the slowness and the expense 
are the two objections. The slowness is the 
greatest objection, and whether English people 
will, until we have got a reputation equal to that 
yf Professor Finsen of Copenhagen, come and 
submit daily to the treatment, remains to be seen. 
If we do them good you may depend that they will 
come sooner or later. Finsen had to begin in a 
humble way, and it is most interesting to see such 
a splendid illustration and monument of individual 
work, for now people come from the whole of 
Scandinavia, from Europe, including some from 
the British Isles, to be treated there. 

Then there is the objection of expense, the 
expense to the institution or the expense to the 
patient, or both. The treatment certainly is ex¬ 
pensive ; the fact that a separate nurse is required 
to each patient during the application of the light 
means a very considerable expense to an institu¬ 
tion which is treating a case, and then there is 
the electric light apparatus, which is very expen¬ 
sive, too. In Copenhagen all the patients pay fees, 
so much a month, the amount being reduced to 
those in poor circumstances, but, as a matter of 
fact, all the patients pay. Even then, I believe, 
their payments do not quite cover the working 
expenses of the institution; these are supple¬ 
mented by communal and Government grants. 
The institution, which at first was a private under¬ 
taking, has been adopted by the commune, who 
lent them the ground for their temporary build¬ 
ings. It has now been converted into a large 
public institution. I visited Dr. Finsen at the 
new place, bought for the purpose, and saw the 
plans for the new buildings. His work has been 
carried on for four years, and during that time 
very great improvements have taken place in the 
technique of the treatment. The apparatus has 
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been modified and improved, and the parts sub¬ 
jected to treatment are now covered with an anti¬ 
septic dressing to prevent the tendency to ery¬ 
sipelas and exclude the organisms of suppuration. 
The mucous membranes_of .the nose and mouth 
are treated by the light rays whenever practicable 
with good results. 

Having seen a very large number of cases of 
lupus, of all degrees of severity, undergoing treat¬ 
ment, and patients who have come to report them¬ 
selves at intervals after the treatment has been dis¬ 
continued, I have been much impressed with the 
good results obtained. In some of the cases com¬ 
ing for inspection, a few nodules of lupus are 
sometimes discovered, which had been masked by 
the inflammation, or which had come to the sur¬ 
face since the treatment had been discontinued. 
In these cases the treatment is resumed for a short 
time. I saw several cases where no treatment had 
been employed after the light treatment had been 
discontinued for one year and two years, and 
where no recurrence had taken place. 

When at Copenhagen two members of our nurs¬ 
ing staff, Miss Morgan and Miss Dickinson, were 
being trained at Finsen’s Institut to carry out the 
light treatment. They have returned to this hos¬ 
pital, having mastered all the details involved. 
I have been most favourably impressed with the 
good results of the light treatment of lupus. It 
gives, in my opinion, better results than those ob¬ 
tained by other measures in the great majority of 
cases. It is applicable to all cases, except, perhaps, 
those of unusual extent, for which but little can be 
done by any treatment. It causes very little pain. 
I have formed such a favourable opinion of the 
light treatment of lupus that I have recommended 
its adoption to the House Committee, and the 
medical staff has expressed its approval of the 
installation of the apparatus, which has been 
most generously given to the Hospital by H.R.H. 
the Princess of Wales. I hope that in a short 
time we shall be able to treat lupus and other 
diseases by means of the chemical rays of light, 
and I hope what I have told you to-day will in¬ 
terest you to watch its results. 
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WITH MR. SYMONDS IN THE 
WARDS OF GUY’S HOSPITAL. 


This boy, aged eight, is the subject of hip-joint 
disease. To measure, in such a case as this, one 
moves the affected leg, because it is fixed to the 
pelvis. If the anterior superior spine on the 
sound side is higher up than that on the diseased 
side, the limb is fixed at abduction and flexion. 
There is wasting, and there is pain. One examines 
for pain in such cases as this behind the hip-joint, 
inside the great trochanter, and in front over the 
artery. The local swelling in early hip cases is 
found in front, internal to the tensor, vaginje, and 
one often finds before fluctuation occurs that the 
anterior border of the great trochanter is obscured 
in outline. With the patient lying on his back we 
examine for fluctuation. There is an increased 
swelling, of a very elastic character. This in¬ 
creased swelling may be due to one of two things : 
it may be due to the natural progress of the 
disease, which, with the patient lying in bed, 
would be unusual; or it may be the result of 
treatment. The limb has been extended, which 
produces irritation, and the irritation leads to the 
development of fresh effusions. Another point of 
interest is, where does the disease begin in these 
cases ? It generally begins in the bone as a tuber¬ 
cular deposit at the distal side of the epiphyseal 
line. In others synovitis is the first symptom. 
In a few cases a very interesting condition takes 
place. The disease passes underneath the cap¬ 
sule* lifts the capsule off the neck, and comes 
forward just in front of the great trochanter, 
through a very tiny hole, and forms an abscess 
down the thigh. I have had three such cases. 
In the first, which happened a good many years 
ago, I laid it open freely, removed the sequestrum, 
left the joint uninjured, and stuffed the cavity. 
In the next case I improved on that, by opening 
the cavity, removing the sequestrum, and closing 
the wound, thus obtaining primary union, and this 
child is running about now with a good hip-joint. 
The third case I treated in the same way. There¬ 
fore it is i mportant to re membe r that tubercular 
epiphysial disease may take that course. As a 
rule such cases are painless, and there are no 


symptoms of hip-joint disease. If you open the 
abscess without being aware of its cause, and stuff 
it, if it becomes septic the hip-joint goes to the 
bad at once. I was aware from the study of 
pathological specimens that such cases must some¬ 
times happen, and was on the look-out for such a 
case. A little child came to my room with 
chronic abscess, and it proved to be of this 
nature. In one instance the opening leading into 
the bone cavity was so small that I was obliged 
to use an eye-probe. The pus in these tubercular 
abscesses is serous-looking, and is very misleading 
indeed, I remember that many years ago these 
abscesses were simply opened, and they went to 
the bad, because the disease .spread to the hip- 
joint and excision had to be carried out. 

Another question is whether one can . make a 
diagnosis of tubercular disease in the epiphysis 
before it has gone on to suppuration. When .I 
showed my case at. the Clinical Society some years 
ago, such instances appeared to be quite unknown 
to the majority, but Mr. Cheyne* who had done 
much work at Paddington Children’s Hospital, said 
he had recognised this condition, prior to necrosis, 
and had raised the capsule, and dug out the 
epiphyseal portion with complete success. ‘The 
question is whether we should go on with the 
treatment here by extension, or whether we should 
interfere surgically. If the child were in good 
circumstances and surroundings, with good fresh 
air, we might go on as we are, but, as the sur¬ 
roundings for him are bad, it will be better to 
excise the joint and anticipate the cure. There 
are two incisions for this purpose, the posterior 
and the anterior; the latter I much prefer. Re¬ 
member that after excision of the hip there is no 
bony union, therefore a natural cure of the hip 
with bony union is far better than anything which 
you can do for them. In the anterior incision, I 
think the proper place to .cut through is through 
the neck itself, thus removing as little bone as 
possible. If you find it necessary to remove some 
more bone afterwards, use the gouge. If you cut 
further down, you have more shortening resulting, 
and you have also to dissect the muscles off the 
great trochanter, I prefer the anterior incision, 
because it is just as good as the. posterior, in the 
final results,; and the .great advantages is that by 
•Closing the wound you get a* quick union, and fre¬ 
quently pyifnary: linion. r 1 
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What is the final prognosis as to the condition 
•of the hip after excision ? They get a fairly useful 
limb, which they can walk on with the aid of a 
stick, but the limb is always shortened and it is 
slightly flexed. The amount of movement ulti¬ 
mately secured varies. Therefore you have to tell 
these patients that they will always limp, and that 
* the shortening will probably increase progres¬ 
sively for some yea*rs. 

This man, aged forty-three, is a patient upon 
whom I performed resection of the intestine. 
Ever since the age of twenty he has had recurring 
attacks of colic and sickness. For three months 
he has been losing flesh and vomiting, and has 
had continual colic. I found a very curious con¬ 
dition, namely, multiple strictures of the small 
intestine, possibly old tubercular in nature, and I 
•excised eighteen inches of small intestine, which 
included two strictures, the first one and a half 
inches in length, and the other one inch. Direct 
suture was used, and the patient has not had a 
single bad symptom since. 

This man, aged forty-two, had an enormous 
sarcoma of the tonsil, as big as an orange.. This 
I turned out by dividing the cheek back to the 
masseter. Then, to get at the upper portion of it, 
I removed the muco-periosteum from the hard 
palate, turned it aside, and obtained access to the 
naso-pharynx and the region of the Eustachian 
tube. I took the mucous membrane off all round 
the Eustachian tube, the right side of the soft 
palate, the tonsil, and the surrounding mucous 
membrane of pharynx. There was no recur¬ 
rence whatever. He also had a mass of glands on 
the right side bigger than the primary growth. 
These I turned out by a long deep dissection, and 
for a time he did well. Now he has a recurrence 
in the glands behind the pharynx reaching up 
to the base of the skull; it is seriously interfering 
with his swallowing. He has paralysis of the 
sympathetic nerve. You will notice that his right 
palpebral aperture is smaller than his left; it is 
not due to interference with the facial nerve, at 
all. There is retraction of the globe, so that the 
lids fall together; The pupil also on the right 
side is smaller than on the left. This was first 
pointed out by Mr. Hutchinson in a case of 
paralysis from rupture of the. brachial ..ptexus. ; 
We. had. & oasq in this hospital soon afterwards 
which showed the same curious feature. I propose 


to scrape the glands through the neck to relieve 
dysphagia, there being no prospect of curing him. 

This girl, aged twenty-two, came in for gall¬ 
stones and colic, and with a history that gall¬ 
stones had been passed. One medical man who 
had attended her said she had an attack of appen¬ 
dicitis with one of the attacks of gall-stone colic. 
We accordingly explored the gall-bladder and 
found it perfectly normal. We found that the 
appendix was adherent, had a stricture in it, and 
at the distal end was dilated. I trust all her 
symptoms were due to the appendix. 

This poor lad has been shot in the brain 
through the frontal lobe. The bullet is still in 
his brain, about tw T 0 and a half inches from the 
frontal bone, and about three-eighths of an inch to 
the right of the median line, as shown in the 
skiagram which was taken. He was perfectly well 
when I tried to find the bullet the other day, but 
the exploration was disastrous to the patient, who 
has been restless and poorly ever since, as well 
as comatose and sleepy. He is much better now, 
however. I think Mr Mackenzie Davidson’s 
method of localising by triangulation and stereo¬ 
scopic representation offers the best prospect of 
finding the bullet. 1 

This woman, aged sixty-seveni has a fair-sized 
lump in her groin, below Poupart’s ligament. It 
is quite movable and- painless and lobulated, and 
occupies the site of a femoral hernia, though lying 
rather more upwards and over the ligament. The 
lobulation is due to omentum, so we have a 
femoral epiplocele. It is not a lipoma in the sub¬ 
cutaneous tissue, because the skin in that condi¬ 
tion would not be so loose as it is. There is no 
dimpling of the skin here, and you can take the 
individual lobules and rub them one upon the 
other. It is irreducible; why? Because of the 
adhesions in the sac. This is harder than ordinary 
omentum, because the omentum in the sac be¬ 
comes fibrous, it becomes congested and there is 
an exudation of serum, an out-wandering of cells, 
and certain organisation takes place from the 
blood-vessels. The omentum under such circum¬ 
stances sometimes becomes so hard and stony that 
it is hard to conceive of it as omentum. I have 
been called to a case of omentum in a hernial sac, 
dwhich.was thought to be Caneer on account ,of its 
^ dense hardness. It was due to the . wearing; of 
a truss, which pressed the omentum inwards $pd 
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kept up a chronic congestion in it. But that is 
not the only explanation of lumpiness; cystic 
changes may take place, and that is what some of 
these nodules which you can feel may be. There¬ 
fore, a chronic femoral hernia becomes irreducible, 
not only because of the adhesions which form, but 
because the mass itself becomes hard and fibrous, 
the result of the chronic inflammatory process. 
Supposing that the neck of the sac becomes com¬ 
pletely occluded by omentum, what takes place? 
We get dropsy of the hernial sac, or what is called 
hydrocele of the hernial sac, which is fairly com¬ 
mon. There is invariably a little piece of omen¬ 
tum plugging the orifice, and you get a sac beyond. 
These hydroceles have been known to hold as 
much as two pints of fluid. Mr. Langton records 
one of over two pints, but usually one and a half 
ounces of fluid is as much as we see now. Fluid 
may also collect in the tunica vaginalis in inguinal 
hernia, but there is generally an opening left 
through which you can reduce the fluid. This 
explains most of the cases of congenital hydrocele, 
and all the cases of this so-called congenital 
hydrocele I have had in children have been ex¬ 
amples of dropsy of a hernial sac. The fluid is 
derived from the omentum, and not from the abdo¬ 
minal cavity. A piece of omentum in a child is 
difficult to distinguish from the sac, and hence is 
often overlooked. Apparently thi? patient gets 
some bowel down, but it must be very little, on 
account of the adhesion in the sac, which prevents 
any considerable quantity of bowel coming into it. 
I propose to remove the omentum and sac, and 
direct her to wear a truss. A truss would not be 
of any use in the present condition, and she could 
not bear it if it were applied. It is a very striking 
fact that if the omentum is adherent to the ante¬ 
rior margin of the ring in an inguinal or femoral 
hernia, a truss will do little good, but if the omen¬ 
tum is adherent to the posterior margin of the 
ring, the truss can press on the anterior margin 
and prevent the intestine from coming down. The 
sac in this case will be removed, the omentum 
ligatured. In removing omentum in operation 
for hernia there is one point of considerable 
importance. Before cutting away omentum you 
must ascertain that that omentum is quite free. 
I saw a case once in which a loop was cut through 
and the end left in, with a fatal result, peritonitis 
supervening. 


This case is one of cancer of the rectum in a 
man, aged fifty-two, who, though appearing strong 
and healthy, gives a history of frequent escape of 
slime and blood for nearly a year, without pain. 

On admission he was found to have a hard infil¬ 
trating carcinoma involving the entire circum¬ 
ference of the bowel. It reached to within one 
and a half inches of the anus, and from here ex¬ 
tended upwards for two and a half inches. A fair 
lumen was left. The finger could be passed 
beyond the upper margin and the growth hooked 
down so that it appeared to be non-adherent to 
the sacrum and bladder. The prostate could be- 
felt below the growth. The liver was not en¬ 
larged. 

This case, I think, is particularly suitable for 
excision, for the following reasons: —The finger 
can reach beyond the growth, which is movable 
and not fixed to surrounding parts, the man is in 
good general condition and free from visceral 
disease, and the absence of pain negatives wide 
infiltration. 

The operation for excision may be classified as. 
to whether the peritoneal cavity is opened or not. 
Immediate danger is slight when the peritoneum, 
is not opened. When the peritoneum is opened 
there is a good deal of immediate risk, although, in 
five cases upon which I operated where the peri¬ 
toneum was opened, no untoward result followed. 
The small intestine, which sometimes comes into* 
view, is protected by plugs of gauze. I also think 
it is a good plan to suture the bowel to the skin. 

The preparation of the patient is a matter of 
great importance ; this man had 3 grs. of calomel 
on Tuesday, and 1 gr. on Wednesday; now he will 
have full doses of chalk and opium till the opera¬ 
tion, which I propose to do on Friday. Each day 
the rectum is irrigated several times. In answer to 
the question as to when colotomy should be per¬ 
formed in such cases, I strongly advocate delaying 
the operation as long as possible, holding that the 
few weeks of longevity thus purchased are dearly 
paid for. I advocate the operation when there 
is much pain—an amount not relieved by local 
sedatives; when there is obstruction; when fistulae 
exist in neighbouring cavities, as into the bladder 
in men and the vagina in women, or where sinuses 
exist in the ischio-rectal fossae; and when from 
the presence of hectic and local pain there is evi¬ 
dence of periprocititis. 
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As to sedatives, I think it most desirable that 
morphia should be withheld as long as possible; 
there are, however, cases where a quarter of a grain 
of opium extract in the suppository used twice 
daily gives relief for many weeks, not only to the 
pain, but also by decreasing the amount of mucus. 
In this connection I must lay stress upon the com¬ 
parative painlessness of rectal cancer, and the 
necessity of examination in all doubtful cases of 
cachexia or abdominal tumour. 

(After resecting the coccyx sub-periosteally the 
growth was removed, and the bowel brought to the 
skin, and the man is doing well.) 

The next case is a woman aged fifty-five, with a 
swelling on the second metacarpal bone of the left 
hand of over nine months’ duration. There is a 
rounded hard elevation near the base, and another 
near the head of the bone. Between these, a 
definite sulcus exists, though the shaft is evidently 
thickened. The whole enlargement is hard, though 
on the summit of one swelling there is some elas¬ 
ticity. It is not painful. It is practically a localised 
chronic swelling of a bone, and it is interesting to 
discuss the causes of such a condition. In any 
bone a localised swelling may be caused by an in¬ 
flammatory process, i. e. by a periosteitis and 
osteitis determined by an irritant. Practically the 
first two causes to be thought of, which are known 
to produce such swelling, are tubercle and 
syphilis; these two maladies lead to the develop¬ 
ment of granulomata, capable of more or less 
organisation. Leprosy may be set aside, and 
actinomycosis is not primary in bone. Injury 
never leads to chronic thickenings, unless there 
is some underlying dyscrasia, such as tubercle or 
syphilis. In favour of syphilis in this case, are 
the comparative hardness, as indicating a plastic 
process, the age of the patient, and the duration. 
It is well known that the syphilitic granulomata 
tend to organise wherever they form. In tubercle 
the course is short, caseation and softening oc¬ 
curring early. Again, tubercle in bone is rare over 
forty; when occurring it affects serous membranes, 
e. g. the wrist-joint. In fine, the amount of organi¬ 
sation, the duration without caseation, the patient’s 
age, and the double swelling with diffused thicken¬ 
ing of the shaft, all point to syphilis being the 
cause. As to the cause of the enlargement, if it 
be granulomatous, it is invariably due to deposits 
from the periosteum, never to expansion of bone; 


even in new growths, it is the periosteum remain¬ 
ing intact which lays down new bone. Another 
cause of a localised enlargement is a new growth, 
and such the present swelling may be. If a 
primary growth, it must be of connective tissue 
type; if innocent, a fibroma, osteoma or enchon- 
droma,—cysts also must be mentioned amongst 
innocent growths, they occur from special reasons 
in the jaws;—if malignant then it must be a sar¬ 
coma. 

In other bones hydatid cysts occur; good 
examples are to be found in the femur, spine, ribs, 
and pelvis. In the case before us the hardness is 
probably due to ossification of the periosteal for¬ 
mation, or, again, there may be an admixture of 
cartilage. Opposed to the view of growth is the 
duration and the outline of the swelling, composed 
as it is of two marked nodules. It is also to be 
noted that a malignant growth in a bone may be 
secondary, e. g. to a carcinoma in the breast. 
There was a woman who came in with paraplegia 
and angular curvature, in whom a malignant 
growth was found in the breast, the spinal disease 
being secondary; there was another patient who 
had primary renal cancer with secondary growth 
in the cervical spine; and another in whom a 
tumour, removed from the coracoid process, 
proved to be a cylindrical epithelioma. In this 
last case the only view possible was that the 
growth was secondary to disease in the large 
intestine or bile ducts, though no symptoms indi¬ 
cating such a connection existed; later, however, 
the patient died of hepatic cancer. The bones 
most commonly affected with secondary deposits 
are the vertebrae, the skull, sternum, ribs, and the 
shafts of the long bones, e. g. femur, humerus, 
radius. Of the bones of the hand there is no 
experience. Therefore we must conclude that 
the swelling we are considering is a periosteitis, 
due either to syphilis or an ossifying sarcoma, 
more probably the former. We will, however, 
give iodide of potassium to clear up the doubt. 1 
may add that no confirmatory evidence of such a 
diagnosis can be found in the patient. Little or 
no attention can be paid to the history of syphilis. 
It is as a rule unreliable. 

(The result of the iodide was to effect a marked 
diminution in size, thus confirming the diagnosis.) 

The next case is that of a girl aged seven, 
operated on for acute suppurating appendicitis. 
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The attack began on a Monday, and an abscess 
was opened on the following Friday. The incision 
was made in the loin, above the iliac crest and 
behind the border of the external oblique. In 
this case the anterior swelling did not reach quite 
so low as the anterior iliac spine. The appendix, 
therefore, lay behind the colon, and in such cases 
it is to be noted that the posterior site is the best 
for incision. 

There are four positions in which the abscess 
in appendicitis occurs—illustrated by the follow¬ 
ing diagram—each site overlapping the next. The 
first above Poupart’s ligament is the usual site 
of the appendix. The second is above this, as in 



the patient under consideration. This reaches to, 
or a little below, the iliac spine, and extends up¬ 
wards towards the kidney and backwards into the 
loin. The third occupies the right side of the 
pelvis, and reaches the surface just outside the 
rectus, where it can be opened. The fourth , cen¬ 
tral, fills the pelvis, and can be felt per rectum 
and in the median line above the pubes. 

The first opens spontaneously a little above 
Poupart’s ligament, but the orifice in the muscular 
wall is much higher up; the second opens behind, 
over the iliac crest; the third and fourth into the 
rectum. 

My usual practice is to open the abscesses with¬ 
out entering the free peritoneum. I find it can 
nearly always be done. Should the incision enter 
the free cavity, I strongly advise an examination 
being made to ascertain where the abscess is 
adherent to the surface. Then the peritoneal in¬ 


cision should be closed and a fresh opening made. 
This I hold to be the best plan when the operator 
is unfamiliar with the details of packing out the 
cavity, and in patients whose condition is critical. 
In the fourth variety I believe in opening through 
the rectum, an operation that can be accomplished 
in a few minutes with a pair of scissors. 

With regard to recurrence after suppuration* I 
think it is unusual, and when it occurs a concre¬ 
tion is usually found. Therefore when a concre¬ 
tion is evacuated in the abscess a good prognosis 
may be given, though occasionally a second con¬ 
cretion may exist. When no concretion escapes, a 
guarded opinion should be given. 

In the present case no concretion has escaped. 
A week after the operation a good deal of dark 
faeces was escaping, which indicated that the ap¬ 
pendix had sloughed close to the caecum, and that 
an operation may be required for its closure. 


THE SYMPTOMS OF STONE IN 
THE KIDNEY. 

A Clinical Lecture delivered at St. Peter’s Hospital, 
October nth, 1899, 

By P. J. FREYER, M.D., M.Ch., 
Surgeon to the Hospital. 


The patient, a female, aged twenty-five, on whom 
I am about to operate, is suffering from well- 
marked symptoms of stone in the right kidney. 

The earliest symptom that she noticed was 
hcematuria. Three years ago she observed that 
the urine was tinged with blood. This recurred 
periodically—the urine in the intervals being quite 
clear—and was, at first, unaccompanied by pain 
of any kind. The quantity of blood passed during 
the periodical attacks has continued to increase, 
and when the patient appeared at the out-patient 
department of the hospital a few days ago, the 
specimen of urine which she brought was quite 
thick with bright red blood. The blood has 
throughout been uniformly mixed with the urine, 
there being no clots or casts of the ureter. The 
most characteristic feature of this symptom is that 
it is increased by exercise of any kind, such as 
walking, riding a bicycle, travelling by train or 
omnibus, and disappears or is diminished with 
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rest, so that latterly she has had to give up busi¬ 
ness and keep lying down most of the time. 

A few weeks after the setting in of haematuria 
the patient began to suffer from pain in the right 
loin , which has continued, on and off, ever since. 
During the first year and a half the pain assumed 
the form of typical attacks of what is known as 
“ renal colic,” which recurred at more or less 
distant intervals. In these attacks the pain com¬ 
menced and was fixed in the right loin, radiating 
down the corresponding groin and back of the 
thigh, also across the abdomen; but it did not, 
as is usual in such cases, extend into the labium 
majus on that side. The pain was excruciating, 
causing the patient, bathed in perspiration, to roll 
aibout in agony, and was accompanied by the usual 
gastro-intestinal disturbances —nausea, vomiting, 
and sometimes purging. During the last eighteen 
months or so the pain assumed quite a different 
character. The attacks of renal colic ceased, and 
were replaced by pain of a fixed, aching character 
in the loin. As with the haematuria, the pain is in¬ 
creased by exercise and diminished by rest. 

Now, what is the cause of the change in the 
character of the pain? My explanation is this— 
that the stone (if stone there be), when small, 
made several attempts to pass down from the 
pelvis of the kidney into the ureter, causing ob¬ 
struction to the flow of urine, with the resulting 
attacks of renal colic, and that, as it grew in size, 
it got fixed in one of the calices, thus ceasing to 
obstruct the flow. 

With these two characteristic symptoms—pain 
and haematuria—persisting for three years, one’s 
suspicions are at once directed to the presence of 
stone in the kidney; and on palpation it is found 
that there is a tumour , or lump, as the patient 
terms it, in the right lumbar region of the abdo¬ 
men. This lump is ovoid in shape, smooth on 
its surface, about the size of two fists, more or 
less movable, but bound down, or anchored to 
the loin. On deep inspiration it moves down¬ 
wards to the extent of an inch or more, returning 
upwards partially under the ribs on expiration. 
Between the fingers of the left hand, pressed 
deeply in the loin, and those of the right hand, 
placed on the abdomen in front, the tumour can 
be rolled about slightly. It is undoubtedly an 
enlarged kidney. 

This latter manipulation causes much tender ¬ 
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ness, and gives rise to nausea; and, on pressing 
the fingers deeply in the ilio-costal space, just 
outside the edge of the erector spin®, muscle, a 
sharp , stabbing pain is felt. A somewhat similar 
pain is caused by pressing the fingers into the 
abdomen at a point midway between the navel 
and the anterior superior spine of the ilium, thus 
indicating, probably, that the stone lies in the 
vicinity of the pelvis of the kidney. 

Turning our attention now to the'urine, it is 
found that, when filtered of blood, it contains 
albumin. Microscopically numerous crystals of 
oxalate of lime are seen, thus, apart from the 
significance of this symptom as confirmatory of 
the presence of stone, indicating its probable com¬ 
position. 

These, then, are the symptoms that lead us to 
believe that there is a stone in the right kidney 
of this patient. 

There are other symptoms and conditions found 
in connection with renal calculus which are absent 
in this case, to which I will briefly refer. 

For instance, there is no pus in the urine , which 
is rather unusual, considering the severity of some 
of the symptoms and the lengthened period over 
which they have existed. So that, obviously, there 
is no pyelitis or suppurative nephritis set up by 
the presence of the stone. 

Nor is there any mucus in the urine , which is 
frequently found in such cases. I believe it was 
my colleague, Mr. Reginald Harrison, who first 
called attention to the fact that large quantities 
of mucus are found in even the early stages of 
stone in young people. 

The patient is not aware of the passage of one 
or more small calculi , which would have been an 
important confirmatory symptom. 

Strange to say, the patient has had none of 
those reflex disturbances of the urinary tract that 
almost invariably accompany renal calculus. She 
has had no increased frequency of micturition, 
no pain or scalding in the urethra, no scantiness 
or partial suppression of urine even during those 
violent attacks of renal colic from which she suf¬ 
fered. 

There is no history of injury of the kidney, a 
matter that should always be inquired into, for 
traumatism, particularly when accompanied by the 
effusion of blood into the substance of the kidney, 
is frequently followed by the development of stone. 
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Lastly, there is ho history of heredity , or resi¬ 
dence in a locality favouring the formation of 
stone. It is well known that residence in certain 
districts favours the development of stone; and 
also that stone is hereditary in families. Last 
year I successfully removed calculi from a young 
officer and his mother, and the father of this lady 
died from stone. Some years ago in India I re¬ 
moved by litholapaxy calculi from three genera¬ 
tions—son, father, and grandfather. 

The symptoms of stone in this case are, on the 
whole, so well pronounced that I should have no 
hesitation in telling you definitely that there is a 
calculus present in the patients right kidney, only 
for one consideration, to which I have not as yet re¬ 
ferred, viz. that there is a distinct history of tuber¬ 
culosis in her family, a brother and sister having 
died of phthisis in early adult life. Now, there 
is no other disease of the kidney the symptoms 
of which more nearly resemble those of stone than 
tubercle of that organ. The severity of the renal 
colic attacks, and of the fixed pain, the profuse 
haemorrhage, the marked increase of the symptoms 
by exercise, and the absence of other symptoms of 
tubercle, render it more than probable that the 
case is one of renal calculus and not of tubercle. 

[Mr. Freyer then proceeded to explore the right 
kidney through an oblique lumbar incision, about 
four and a half inches long, commencing at the 
outer margin of the erector spinae muscle and 
extending inwards and downwards parallel to the 
last rib. The transversalis fascia was rapidly 
reached, and the kidney, lying in its fatty capsule, 
exposed, three or four bleeding vessels being 
ligatured. A finger was then introduced and 
swept round the kidney, which was felt to be much 
enlarged and far more mobile than anticipated 
at the previous physical examinations. The fatty- 
capsule was pinched up at the back, slightly in¬ 
cised, the two forefingers introduced, the fat torn 
asunder by separating them, and peeled off the 
posterior aspect of the kidney^ The organ was 
then carefully felt all over, but no stone detected. 
After freeing the kidney from its fatty capsule it 
was easily withdrawn through the wound on to the 
loin, and felt all over, when a hard nodule was 
detected in its substance close to the pelvis. An 
ordinary straight suture needle was passed through 
the kidney as far as this nodule, which was felt 
to be a calculus, and not a tubercular or fibrous 


mass which from its feel it might have been. 
Grasping the nodule between the tips of the fore¬ 
finger and the thumb, which encircled the kidney, 
a scalpel was passed through the convex border 
of the organ till its point grated against the stone. 
The wound thus made was widened by the fore¬ 
finger, forceps introduced, and a stone somewhat 
larger than an almond, consisting of urates and 
oxalates, caught and extracted. The forefinger 
was again introduced, and the pelvis and infundi¬ 
bula, which were smooth and distended, explored 
lest there might be one or more other calculi 
present. Finally, a gum-elastic bougie was passed 
with the greatest ease through the ureter into the 
bladder. The wound in the kidney was brought 
together by three catgut sutures and the organ 
returned into its former position. The muscles 
were brought together by deep sutures, a drainage- 
tube, passed down to the back of the kidney, left 
in, and the superficial wound brought together by 
silkworm gut sutures. The usual antiseptic dress¬ 
ings were employed. 

Mr. Freyer remarked that he never employed a 
needle to search for stone unless a suspicious 
nodule be felt in the kidney, regarding the re¬ 
peated puncturing of the kidney as not devoid of- 
danger, and, as a rule, useless for detecting small 
calculi. When the symptoms of stone are marked 
he never rests satisfied with less than puncturing 
the kidney by a scalpel through the convex border, 
and inserting the tip of the index finger into the 
pelvis and calices in search for the stone. 

He called attention to the ease with which the 


bougie was passed through the wound, down the 
ureter, and into the bladder in this case. His 
experience was that it was not always possible to 
do this, even when the ureter was neither stric- 
tured nor blocked by a stone, though from the 
light way in which it is referred to in books one 
would imagine it was the easiest thing in the 
world. It often happens that in a perfectly, 
healthy urethra the point of the bougie is caught 
in a fold of the mucous membrane or at the brim 
of the pelvis, so that it cannot advance into the 
bladder, and the inexperienced might thus be 
led to infer that an obstruction exists when in 
reality the ureter is patent, as shown by the fact 
that blood-stained urine is passed freely after an 
operation.] 

(The patient has made uninterrupted progress 
and is now convalescent.) • — 
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Gentlemen,-— It is, perhaps, needless for me to 
apologise for bringing this subject before your 
notice to-night; it is one of the branches of surgery 
which, with the present crowded state of the curri¬ 
culum, you will have little time to give attention 
to, and some of you may even leave the hospital 
without having many opportunities of working in 
the ear and throat department, much less of learn¬ 
ing the technique of the various instruments and 
devices used in the treatment of nasal diseases. 
The subject also is part of a branch of your work 
which, during the last few years, has assumed 
considerable importance, if we may judge by the 
increase of special hospitals for the treatment of 
ear, nose, and throat affections, and the large 
clinics which are to be daily found in most of 
them. 

Over-enthusiasm and charlatanism (sometimes 
protected by a legal qualification to practise) has, 
in many instances, done much to prejudice the 
eyes of the general profession against workers in 
these branches; but those of you who care to read 
the transactions of any of the medical congresses, 
where a section has been devoted to diseases of 
the ear, throat, and nose, or to attend a meeting 
of the London Laryngological Society, will be 
astounded at the advancement made in the dia¬ 
gnosis and treatment of these conditions, and pos¬ 
sibly dismayed at the ever-increasing literature 
devoted to the subject, with which it is almost 
impossible for you to be familiar. 


* This lecture was delivered in part before the Univer¬ 
sity College Medical Society, May, 1899. 
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All of you, however, sooner or later, will have to 
deal with such cases as I shall describe, and possibly 
at an earlier date than you may expect or be prepared 
for; for I hear that examiners at the College of 
Surgeons have recently taken to asking questions 
on the subject, especially in relation to the ac¬ 
cessory cavities of the nose, for it is in this depart¬ 
ment of rhinology that considerable advances have 
been made during the past five years. 

Hence I purpose drawing attention mainly to 
those diseases where the purulent nasal discharge 
is the symptom which is of the most importance to 
the patient, and which is possibly the sole cause of 
his seeking advice, and I shall pass quickly over 
other conditions where that symptom is of secon¬ 
dary importance, for example, in the acute specific 
fevers. 

My main desire is to discuss as fully as possible 
the diseases of the accessory cavities characterised 
by a purulent discharge; but these being the most 
complicated I can best lead up to them by dealing 
first with some of the simpler conditions asso¬ 
ciated with that symptom, and in order to facilitate 
matters the following rough classification may help 
our review of the subject. 

You will notice that I have arranged cases of 
purulent nasal discharge under six headings : 

I. Those met with in early infancy, e.g .— 

Gonorrhoeal or leucorrhoeal infection. 

Congenital syphilis, e.g . snuffles. 

II. Discharges associated with the exanthemata 
and other acute infectious disorders, e. g .— 

Measles. 

Scarlet fever. 

Diphtheria. 

Glanders. 

Smallpox, 

III. Nasal manifestations of constitutional disease 

in the adult, e.g .— 

Syphilis. 

Tubercle (including lupus). 

IV. Pathological conditions of the nasal or post 

nasal mucous membranes, e.g .— 

(а) Adenoid growths of naso-pharynx. 

( б ) Late stages of acute rhinitis. 

(c) Certain cases of hypertrophic rhinitis. 

(< d) Atrophic rhinitis. 

(e) Purulent rhinitis of children. 

(/) Strumous rhinitis. 

V. Foreign body in nasal cavity. 


VI. Disease of the nasal accessory cavities, e.g .— 
Antrum. 

Frontal sinus. 

Ethmoidal cells. 

Sphenoidal sinus. 

I. THOSE .MET WITH IN EAELY 
INFANCY. 

(a) Infection by Gonorrheal Discharges.— 

Where the disease occurs in the new-born child 
the discharge is profuse and the swellings of the 
nasal mucous membranes great, whilst the con¬ 
junctive are also nearly always affected 

If the child is infected at birth the discharge 
usually commences before the fourth day; if it 
begins much after this date it is probable that the 
infant’s face has been wiped with a towel soiled by 
the vaginal discharge of the mother. 

The symptoms are a profuse discharge of foul, 
irritating pus from the swollen nasal mucous mem¬ 
branes ; nasal breathing so natural to the infant is 
prevented, and hence it is unable to take the 
breast and has to be fed w r ith a spoon, whilst its 
suffocative attacks render it a source of anxiety to 
all concerned. The nostrils should he cleansed 
by means of a probe containing small mops of 
wool soaked in warm boracic or soda solution. 
Syringing should not be employed because of the 
danger of forcing the infective material into the 
Eustachian tubes. Having thus cleansed the nasal 
cavities, two to three drops of a 4 per cent, solution 
of cocaine in oil should be dropped into each 
nostril (a clean fountain-pen filler does well for 
this); this will cause contraction of the mucous 
membrane, and for a while the child can breathe 
through the nose, can be properly nursed, and is 
altogether more comfortable. 

In addition to the above, a spray of 1 in 5000 
w r ar'm perchloride of mercury lotion may be occa¬ 
sionally sprayed into each nostril. Such cases are, 
fortunately, not common. 

(b) Inherited Syphilis.—-Here the purulent dis¬ 
charge is one of the commonest and earliest sym¬ 
ptoms of the constitutional taint, and if not at first 
usually soon becomes associated with others, e.g. 
pemphigus of palms and soles, fissures at the 
corners of the lips, mucous tubercles around the 
anus, the discoloured skin, etc. 

The purulent discharge from the nostrils is 
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offensive and irritating, and the nostrils soon 
become very sore. If the patient is not placed 
quickly under efficient treatment ulceration takes 
place in the nose, and bone and cartilage become 
attacked, with the result that we get the hideous 
disfigurement seen in the bridgeless noses of con¬ 
genital syphilis. 

Treatment .—The nostrils should be kept clean 
by means similar to those already stated, whilst 
constitutional treatment is being carried out. This 
consists in giving the child 1 grain of the Pulv. 
Hydrarg. c Cretd twice daily, the effect on the 
bowels being watched. Should diarrhoea be pro¬ 
duced a small quantity of compound ipecacuanha 
powder can be added to the mercury powder, or it 
may be necessary to reduce the dose of the latter. 

In some cases mercury internally is ill borne, 
and then inunctions of the ointment may be tried. 
Some 20 grs. are diluted with an equal quantity of 
lard, spread on flannel, and wrapped round the 
child’s waist every night. 

Improvement is often rapid, but the treatment 
should be carried out for at least six months with 
few remissions, whilst the dose of the mercury may 
be lessened as progress becomes marked. During 
this time very sedulous care must be maintained in 
keeping the child free from colds and thoroughly 
well nourished, the latter being often a difficult 
task at fir§t, because of the nasal obstruction which 
interferes with suckling. 

If the mother is known to be syphilitic, treat¬ 
ment by ante-natal therapeusis will, of course, be 
your best prophylactic as regards the child. 

II. DISCHARGES ASSOCIATED WITH THE 
EXANTHEMATA AND OTHER ACUTE 
INFECTIOUS DISEASES. 

In the exanthemata a purulent nasal discharge is 
not uncommon, especially* in measles and scarlet 
fever. In the former the nasal discharge, as you 
know, is at first watery; later on it becomes puru¬ 
lent. In scarlet fever where the throat symptoms 
are severe, e.g. ulceration of tonsils, palate, etc., 
with enlarged glands in the neck, the nose often 
becomes blocked with acrid purulent discharge, 
which makes the nostrils and upper lip red and 
sore, whilst there is very great danger of the Eusta¬ 
chian tube and middle ear being similarly infected, 
with results not only very serious to the patient’s 
hearing but also to his life, because of the mastoid 


and intra-cranial complications attending the acute 
and virulent infection. 

In both cases (measles and scarlet fever) the 
nasal cavities may be gently sprayed or irrigated 
with warm boracic, bicarbonate of soda (gr. v to x 
ad Jj), carbolic, or sanitas lotions in suitable 
strengths. In elderly children it may be possible 
to remove membranous deposits or viscid discharge 
by means of cotton-wool mops or even fine forceps. 
In such cases after the nostrils have been cleansed 
it is wise to spray in an oily solution containing 
some essential oil in solution. (Vide atrophic 
rhinitis.) 

Similarly in diphtheria, smallpox, and glanders 
profuse purulent, irritating discharges may occur, 
and the treatment of this complication in all of 
them is practically the same, namely, constant 
cleansing by means of suitable lotions (vide supra). 

It should be particularly borne in mind that in 
syringing out the nasal cavities in these conditions 
no force should be used, or the infective material 
may be driven into the ears vid the Eustachian 
tube, and produce those very complications w r hich 
it is our intention to avoid by cleansing the nasal 
and naso-pharyngeal mucous membranes. 

III. NASAL MANIFESTATIONS OF 
CONSTITUTIONAL DISEASE. 

(a) Syphilis. —Apart from the inherited form of 
the disease as seen in infants and young children 
the tertiary manifestations are those most com¬ 
monly seen in adults, and these may take the form 
of either gumma, ulceration, or necrosis of bone 
and cartilage. 

The parts usually affected are those forming the 
septum nasi. 

When ulceration occurs, and still more so when 
bone is necrosing, the purulent discharge is often 
tinged with blood, and has a curious penetrating 
odour unlike any other disease, and quite distinct 
from that of atrophic rhinitis. The ulceration is, 
as a rule, deep and irregular, and often the nasal 
cavity is blocked by large granulations, especially 
when a piece of necrosed bone is present. 

The ulceration may spread so that the hard and 
soft palate become perforated, or even nearly 
totally destroyed, so that looking into the mouth 
you see a dome-shaped space covered with a 
tenacious muco-purulent secretion, amongst w'hich 

the remains of the turbinate bones may be observed, 
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whilst the ulcerating surface extends downwards 
over the pharyngeal region. 

Treatment .—These cases do exceedingly well 
under iodide of potash and mercury in solution. 
Inunction of mercury sometimes produces excel¬ 
lent results when the former seems to have lost its 
effect, or the system will not tolerate it adminis¬ 
tered internally; in fact, inunction of mercury in 
nasal syphilis is often characterised by most excel¬ 
lent results. Coincidently with general treatment 
the nasal cavities should be freely douched with a 
warm alkaline wash, to which sanitas, creolin, or 
listerine may be added. It is almost needless to 
remark that any loose sequestra of bone should be 
removed. 

( b ) Tubercle. —Local tubercular disease of the 
nasal cavities is rare, especially in the form of a 
tubercular ulcer, not so rare if we include the 
extension inwards of lupus from the skin. The 
discharge is not very marked, and except on occa¬ 
sions can scarcely be called purulent, but when 
irritated in any way the latter term may fairly be 
applied to the greyish exudation. 

The tubercular ulcer is usually situated on the 
cartilaginous part of the septum, the surface may 
be covered with a greyish exudation with the edges 
only slightly raised, the ulceration may spread on 
to the floor of the nose or perforate the septum. 
In other cases it may take the form of a small 
indolent granulation tumour, usually situated on 
the inferior turbinate body (Bosworth). As a rule 
the patient has pulmonary manifestations of 
tubercle, and the typical bacillus can be obtained 
for diagnostic purposes by curetting the ulcer as 
deeply as possible. This should be done under 
cocaine or a general anaesthetic. 

Treatment .—The tubercular ulcer should be 
thoroughly scraped and then pure lactic, pyrogallic* 
or chromic acid rubbed in. By such treatment 
(which is best carried out under a general anaes¬ 
thetic) these cases often do well. 

The discharge in lupus is often very slight, the 
main trouble being caused by the obstruction pro¬ 
duced by the lupoid nodules. 

I have recently cured a case where the inferior 
turbinate and anterior part of the floor of the nose 
was attacked, by free curetting under a general 
anaesthetic, then drying the parts well and rubbing 
in trichloracetic acid. There was no sign of return 
four months after the operation. 


IV. PATHOLOGICAL CONDITIONS OF THE 
NASAL OR NASO PHARYNGEAL 
MUCOUS MEMBRANE. 

(a) Adenoid Vegetations of the Naso-pharynz. 

—The majority of cases of muco-purulent discharge 
from the nostrils of children are due to the above 
cause—the catarrhal secretion passing into the 
throat as well as appearing at the anterior nares. 
This combination of lymphoid overgrowth with 
excessive secretion produces the well-known sym¬ 
ptoms of adenoids, e. g. mouth breathing, snoring, 
deafness, ear complications,. and other well-known 
constitutional defects. 

Treatment .—When such symptoms are present 
the growth should be removed. The operation I 
need not describe in detail; every surgeon prefers 
the instrument he is most used to, a particular 
position of the patient, and has his own ideas as to 
the best anaesthetic. Personally I use a Del- 
stanche’s modification of Gottstein’s ring knife, the 
patient’s head is allowed to hang over the end of 
the table directly the operation commences ; whilst 
I prefer “ gas ” alone, or chloroform if the patient 
is very nervous. Gas and ether is in common use, 
and I have had it given many times by skilled 
anaesthetists, my only objection to it is that it tends 
to increase the haemorrhage, ahd of this I am 
certain. Its safety and the rapid recovery of the 
patient from its effects constitute its main claims 
to popularity. 

(ib) Late Stages of Acute Rhinitis. —As a rule, 
after twenty-four or thirty-six hours of sneezing, 
accompanied by a clear nasal discharge, the latter 
becomes muco-purulent and then purulent. 

This condition lasts some five to ten days, and 
then gradually disappears as the 'mucous membrane 
returns to its normal condition. 

Treatment. — A warm alkaline antiseptic 
douche * will give very great relief, and- tend to 
bring about a healthy condition of the mucous 
membrane. 

When such a condition, following an acute cold, 
remains chronic, it is probable that an ethmoidal 
cell, or even the antrum has become infected during 
the acute stage by some pyogenic organism, and 
that in such a simple beginning as a “ cold ” we 


# 9 > Pot. Chlor., Sod. Bibor., Pot. Bicarb., aa Jss ; Sacch 
Alb. ad 5 ij- 5ss in half a tumblerful of lukewarm water. 
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have the origin of a chronic empyema of an acces¬ 
sory Cavity (1 vide infra). 

(c) Certain Cases of Hypertrophic Ehinitis.— 

In the great majority of cases of this disease the 
discharge is somewhat excessive and clear, but 
occasionally it is muco-purulent or purulent without 
any accompanying disease of the nasal accessory 
cavities. When such a discharge is present it is 
usually in cases of long standing, and the mucous 
membrane of the inferior turbinate is often found 
to have undergone the moriform hypertrophy, a 
condition brought about by degenerative changes 
in the tissue leading to distension of the venous 
spaces, with more or less morbid increase of the 
mucoid and lymphoid elements which go to make 
up the mucous membrane of the inferior turbinate 
body. 

It is difficult to understand quite why the secre¬ 
tion should be purulent in some of these cases. I 
think possibly it is because stagnation of the nasal 
discharge constantly occurs, owing to the almost 
continuous occlusion of the nasal passages by the 
svrollen mucous membrane. In young adults I 
have often noticed this condition present accom¬ 
panied by tough remains of old adenoids, both of 
which aid in producing the excessive secretion. 

Diagnosis .—Anterior rhinoscopy by means of a 
speculum and reflected light will in many cases 
reveal the pink moriform termination of the mucous 
membrane of the inferior turbinate bone, passing 
backwards into a less marked but similar condition 
of hypertrophy forming a fringe along the lower 
border of the bone. Often the condition can be 
shown to be more extensive than is apparent at 
first sight by passing a probe along the concavity of 
the inferior turbinate, when the mulberry-like fringe 
can be turned into the respiratory passage, it having 
been tucked away, as it were, into the concavity of 
the bone. 

Posterior rhinoscopy reveals a similar appearance, 
except that it is usually more marked than ante¬ 
riorly, and is often well developed in this situation 
alone. The hypertrophy may be so developed as 
to quite occlude the posterior choana, thus render¬ 
ing nasal breathing impossible. 

The application bf a 10 to 15 per cent, solution 
of cocaine produces bnly a partial retraction of the 
swollen mucous membranes. 

There should be no difficulty in recognising this 
condition, for anterior and posterior rhinoscopy, or 


both (especially after the application of a 10 per 
cent, solution of cocaine), show the condition 
described above. The pink moriform surface of 
mucous membrane in the respiratory tract, firmly 
attached to the inferior turbinate bone, is very 
different in appearance from the bluish-grey trans- 
lucency of a pedunculated polypus arising higher 
up in the outer wall of the nasal cavity. 

A nasal probe is a very useful aid to diagnosis in 
this as in all intra-nasal diseases. 

Treatment .—Slight conditions of this trouble can 
be much relieved by using, morning and evening, 
a lukewarm alkaline nasal douche : Sod. Bicarb, 
gr. v, Sod. Chlor. gr. v, Boracis gr. v, Sacch. Alb. 
gr. x, Aq. ad 5 j- 3ss of listerine solution to the 
above makes a very fragrant and agreeable wash. 
In gouty or plethoric individuals the daily evacua¬ 
tion of the bowels and an occasional blue pill and 
saline are efficient helps to local treatment. 

Where there is much obstruction and discharge 
the overgrowth of mucous membrane should be 
removed. I never use the galvano-cautery now 
for these conditions (moriform hypertrophies); it 
needs many applications, and eventually the con¬ 
dition tends to return. My own practice is to 
cocaine the hypertrophy, and remove it by means 
of a cold wire snare—an almost painless, very 
efficient, and permanent treatment. 

(d) Atrophic Ehinitis. —Here, as the name 
indicates, the disease is characterised by an atrophy 
of mucous membrane accompanied by the forma¬ 
tion of characteristically foul-smelling pus, and 
crusts formed of dried secretion. Sometimes the 
latter are one and a half to three inches long, and 
assume the form of the intra-nasal structures upon 
which they are produced. 

Unless very carefully treated the disease pro¬ 
gresses slowly until the bony structures themselves 
become atrophied, the external form of the nose 
often losing its shape. Accompanying the crust 
formation is a purulent discharge, the foul odour of 
which is similar, but perhaps slightly less pene 
trating than that of the crusts. The : odour, so 
objectionable to the friends, is unnoticed by the 
patient herself, because the olfactory region of the 
nose is involved in the disease. I say “ herself ” 
because the disease is much commoner in females 
than in males. 

Often’ in these patients the naso-phatynx and 
pharynx are dry, and covered with a thin crust 
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similar to that seen in the nose, and in very chronic 
cases the larynx itself may be affected by an exten¬ 
sion of the same morbid process. 

Diagnosis .—The formation of crusts of charac¬ 
teristic odour (ozaena) with an atrophic condition 
of the nasal mucous membranes generally enables 
one to recognise a case at once. The appearance 
of the nasal cavities occasionally resembles tertiary 
syphilitic ulceration, but the odour of the two is 
entirely different, and the ulceration in syphilis is 
deep and more often confined to the vomer and 
septal cartilage, whereas there is a general and 
very superficial chronic inflammatory process with 
atrophy of intra-nasal structures in atrophic rhinitis. 
This is characterised by so gradual a loss of sub¬ 
stance that the use of the term “ulceration” has 
been objected to by some in this connection. 

Treatment .—Some lay stress on a careful exami 
nation of the nasal accessory cavities in cases of 
atrophic rhinitis, because they consider that many 
of the latter are due to disease of the neighbouring 
sinuses. I do not share this opinion, for I have 
watched both kinds of cases for five to six years 
without finding any pathological relationship be¬ 
tween them, /. e . I cannot recall any case of 
atrophic rhinitis following accessory sinus disease • 
and I would point out here that atrophic rhinitis is 
common in young adults, even children, that it is 
often hereditary, and that it occurs with far greater 
frequency in females—features which are not by any 
means the rule in accessory sinus disease. 

I quite allow that if you wash out an antrum in 
a case of atrophic rhinitis you may find a small 
quantity of pus present, and the anterior ethmoidal 
cells may also be in an unhealthy state ; this 
is what one would expect considering the septic 
condition of the nasal mucous membrane, and the 
favourable circumstances which the middle meatus 
offers for development of micro-organisms. These 
facts, coupled with the anatomical relationship of 
the parts (vide infra ), will fully account for occa¬ 
sional collections of pathological products in the 
sinuses, but it is quite another matter to prove that 
a well-marked case of empyema of the accessory 
sinuses will eventually produce genuine atrophic 
rhinitis. Formerly I never passed a case of 
atrophic rhinitis without exploring the antrum and 
ethmoidal regions, but I so rarely met with disease 
in them that recently I have given up this methodical 
examination. 


The first essentials of treatment are regular 
and thorough cleansing of the nasal cavities with 
attention to any marked defects of general health 
or insanitary surroundings ; any active interference 
is, as a rule, of quite secondary importance. The 
reason why so many cases do not improve is 
because the patients are never instructed how to 
carry out the treatment of cleansing; they are 
told to “ douche ” the nostrils out night and 
morning, or “sniff” up a prescribed lotion, and 
may be directed where and what sort of syringe to 
get, but they have not the most elementary notion 
as to how to use it. The patient should be 
provided with at least a three-ounce rubber bottle 
terminating in a multi-perforated teat, the latter 
being of such a size as to just occlude the nostril 
when introduced into it.* Having filled the syringe 
with lukewarm lotion, and the teat being intro¬ 
duced into the nostril, the patient should be 
directed to hold the head over a basin, breathe in 
and out quickly w r hilst he compresses the rubber 
bottle. Purulent or muco-purulent secretion is 
then efficiently washed out of the other nostril, 
whilst any crusts remaining behind can generally be 
expelled by forcing the air down one nostril w T hile 
the other is occluded. A handkerchief should not 
be used, because in compressing the nares septic 
material may easily be forced into the ears through 
the Eustachian tubes. 

At least three quarters of a pint of the warm 
lotion should be used morning and evening, and an 
excellent lotion is that recommended for douching 
in hypertrophic rhinitis, but a change of lotion is 
often of great use, and then i in 2000—3000 per- 
chloride of mercury is excellent, or where the 
mucous membrane requires a stimulant twenty 
minims of Tr. Sanguinaria Canadensis to a pint of 
w r arm water will meet your purpose. 

An excellent cleansing w*ash can also be made 
from the compound Phenol Soloids, which Bur¬ 
roughs and Wellcome have made for me for some 
six years. (Each soloid is composed of Sod. 
Bicarb, gr. xii, Ac. Carbol. gr. i, Sod* Chlorid. 
gr. v.) One is dissolved in three quarters of a 
tumblerful of lukewarm water, and used with a 
nasal douche in the manner already described. 

After thorough douching it is w T ell to spray each 
nostril alternately from an atomiser with some 

# Such an one is made for me by Krohne and Seseroann, 
Duke Street, Manchester Square.. 
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oily solution containing one of the essential oils, 
e,g. 01 . Eucalypti irjx, 01 . Cinnamomi tt\v, 
Menthol grs. xii, Parolein ad 5j. The fine oily 
coating thus deposited over the nasal mucous 
membranes not only prevents the crusts forming 
so readily, and hence abolishing much of the smell, 
but the latter is also overcome to a great degree by 
the f/agrance of the oils contained in solution. In 
addition they may themselves exert a healthy in¬ 
fluence over the diseased mucous membrane. Such 
treatment the patient can carry out at home with the 
greatest ease. 

The surgeon should at intervals supplement this 
treatment by rubbing into the diseased surfaces 
stronger applications by means of a suitable probe 
covered with cotton wool, e.g. {I Pot. Iod., Iodi, 
Ac. Carbol, aa grs. iv, Glycerine, Aqua DestilL, 
aa 3ss. Ft. app. Occasionally it may be wise to 
apply the galvano-cautery to certain diseased areas, 
producing a healthy reaction in them. 

The number of measures introduced from time 
to time for the treatment of ozaena (including elec¬ 
trolysis and injection of Roux’s diphtheria anti¬ 
toxin, tamponing the nasal cavities with strips of 
medicated gauze; etc.), all of which claim some 
degree of success, is a sure proof that no one treat¬ 
ment is efficient for all cases. 

Before leaving the subject of remedies used in 
this distressing nasal disease I ought, perhaps, to 
mention that a solution of formalin, i in 2000 to 1 
in 1000, has recently been credited with good 
results by Bronner, of Bradford. He advises first 
a cleansing douche, and then a coarse spray of 1 
in 1000 formalin solution, to which a little glycerine 
may be added. 

Formalin, as you are aware, is an excellent anti¬ 
septic, and hence it has been recommended as an 
agent for cleansing the nose and throat cavities 
during convalescence from acute infectious diseases, 
e. g diphtheria, scarlet fever, etc. 

Briefly, my own plan of treatment is to examine 1 
the general health of the patient, especially with 
regard to a history of tubercle, syphilis, or the 
presence of anaemia, and to prescribe accordingly. 
Endeavour to place them in sanitary surroundings ; 
with plenty of fresh air and exercise. Instruct in I 
the use of a nasal douche, and disallow all glass 
syringes (because the patients cannot use them 
efficiently themselves), “ squirts,” and “ sniffing up 
of lotions ; ” impress the patient with the necessity 


of regularly douching the nostrils twice daily, 
followed by the use of nebulised oils from a nasal 
atomiser (Fig. 1). Watch the progress of the 



case, and occasionally, if necessary, apply local 
applications to any parts which need stimulation. 

Finally, let me warn you to disallow your patients 
to undergo “operative treatment” for atrophic 
rhinitis, which will rid them of most intra-nasal 
structures, and of a considerable sum of money, 
whilst it may quite possibly provide them with a 
dry throat and a very depressed state of mind. 

(e) Purulent Rhinitis of Children (Bosworth). 
—This eminent American authority describes such 
a condition in children, and looks upon it as the 
precursor of atrophic rhinitis, i. e. the latter is the 
final stage of the former. 

One hesitates to disagree with so able a 
rhinologist as Bosworth, but personally I must say 
that I have never been able to recognise these 
cases, although my opportunities for doing so have 
been favourable. If we exclude those common 
cases of bilateral purulent discharge in children 
accompanying adenoids, and those symptomatic of 
a strumous constitution, I think very few indeed 
would be left which we could look upon as the 
early stage of atrophic rhinitis. 

(/) Struma. —In this condition, which was 
described by Virchow as an “abnormal vulnera¬ 
bility of the tissues,” we often meet with a muco¬ 
purulent nasal discharge. Examination of the 
nasal cavities reveals swollen, boggy, unhealthy 
mucous membrane bathed in thick muco-pus, 
which is often exceedingly viscid. The pharyngeal 
mucous membranes are usually also granular and 
unhealthy, the voice thick and deficient in reso¬ 
nance, whilst further evidences of diminished 
resistance to unhealthy influences are visible in 
other parts of the body. 

Diagnosis .—This can only be made by a care- 
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Ful examination of the patient, including his family 
history and the record of his own health de¬ 
ficiencies, coupled with any manifestations of a 
strumous nature which may be gathered from our 
examination. 

Treatment .—Constitutional treatment is of the 
first importance, because we have to treat a general 
condition first and its local manifestatioh after¬ 
wards ; , hence good digestible food, fresh air, 
regulated exercise, etc., claim our first notice. 
Locally such cases obtain considerable relief by 
the daily use of a cleansing wash (vide supra). 
Where further treatment is necessary I have found 
great relief to the secretion and obstruction by 
passing a fine tenotomy knife into the mucous 
membrane of the inferior turbinate bone for about 
one inch from before backwards and dividing the 
tissues freely, especially at the attachment of the 
turbinate bone (withdrawing the knife through the 
original puncture). The blood-vessels are thus 
divided, the mucous membrane is less congested, 
the glands secrete less, and when internal cicatrisa¬ 
tion has occurred the obstruction to nasal respira¬ 
tion is greatly reduced; at the same time we have 
not destroyed any of the nasal mucous membrane, 
as is the case when they are cauterised. This 
method is also an excellent one for dealing with 
other forms of hypertrophic rhinitis when they are 
mainly due to vascular engorgement. 

(To be continued.) 


THE DIFFERENTIAL DIAGNOSIS 
OF GOUT, RHEUMATISM, AND 
RHEUMATOID ARTHRITIS. 

BY 

A. P. LUFF, M.D., F.R.C.P., 

Physician to Out-Patients, St. Mary’s Hospital. 


I thought this afternoon that it would be useful 
to contrast one with the other of these four cases. 
The first is a case of rheumatism pure and simple; 
the second is one of rheumatoid arthritis; the 
third case is one of gout, especially affecting the 
right hand, in some of the joints of which there 
are some w T ell-marked gouty deposits, and there are 
in addition tophi on the left ear; the fourth case 
is also one of gout, affecting especially both knees. 
In the last case the patient was seized with gout 


in the hands and the right elbow while in the 
hospital, but it has now entirely disappeared from 
the hands and the elbow, which were badly 
affected before. This shows how, when properly 
treated, the gouty deposits can entirely disappear 
from the joints. The patient suffering from rheu¬ 
matoid arthritis is taking methylene blue,- and 
when I ask him to pass some water you will see 
it is stained a deep blue. The methylene blue 
first of all stains it green and then blue. Remem¬ 
ber that when urine is passed of that colour it 
can only be due to methylene blue. The faeces 
also are coloured, but the urine and faeces are the 
only execretions which, so far as I know, are 
coloured by the taking of methylene blue. This 
patient’s conjunctival membrane is becoming a 
very pale blue colour. He has been taking the 
methylene blue for some months. 

The differential diagnosis of rheumatism, rheu¬ 
matoid arthritis, and gout is a very important 
matter, and it is all the more important to direct 
your attention to such diagnosis, because undoubt¬ 
edly in the past many cases of rheumatoid arthritis 
have escaped recognition, and have been dia¬ 
gnosed as rheumatism, and the treatment for the 
two conditions is quite different. I do not pro¬ 
pose to deal with acute cases, but what I shall 
say about chronic cases will also generally apply 
to acute. In the first place, I want to impress 
upon you that many cases which are diagnosed as 
chronic rheumatism of the joints are not chronic 
rheumatism at all; many of them are cases of 
rheumatoid arthritis, and a fair number are cases 
of gout. I believe chronic rheumatism of the 
joints—chronic arthritic rheumatism—is a com¬ 
paratively rare affection; at any rate, it is not very 
frequently met with. Just think for yourselves of 
the cases you have seen here. Cases are sent here 
frequently as cases of chronic rheumatism, in 
which there are great deformities of the joints, 
lipping of the cartilages, osteophytic outgrowths, 
and grating of the ends of the bones. Those are 
cases of rheumatoid arthritis. In chronic rheuma¬ 
tism you never get lipping of the cartilages, nor 
do you get the osteophytic outgrowths which are 
so absolutely diagnostic of rheumatoid arthritis. 
By rheumatoid arthritis I mean the disease that 
is popularly known as “ rheumatic gout,” or 
“ arthritis deformans,” or “ polyarthritis defor¬ 
mans.” 
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Now for the distinguishing features of the dis¬ 
eases. Let us first consider the first case. This 
is a case of rheumatism. What is rheumatism? 
Rheumatism is a disorder which generally mani¬ 
fests itself as acute rheumatism or rheumatic 
fever; but in the chronic condition, although it 
generally manifests itself as an arthritic disorder, 
that is to say a disorder affecting the joints, it 
may not manifest itself that way at all, it may 
simply show itself by the production of chorea 
or by the production of erythema, or by the pro¬ 
duction of fibrous nodules, or by the production 
of endocarditis or pericarditis. Therefore rheu¬ 
matism is a disorder which does not necessarily 
show itself as a joint affection, it may become 
manifest in some other way. In other words, 
there is the articular chronic rheumatism, and 
there is the abarticular chronic rheumatism—such 
as the choreic and erythematous forms. As an 
assistance in the diagnosis of a chronic articular 
affection there is a rough but fairly sure test which 1 
will indicate to you whether you are in error or 
not—it is treatment with salicylate of soda. If 
the case responds well to this treatment it is a 
case of rheumatism. If it does not respond to 
this treatment you may be fairly sure of the exist¬ 
ence of rheumatoid arthritis or gout. Neither 
of these affections respond well to salicylates. 
When I hear a medical man say, “ I have an ; 
obstinate case of rheumatism, which has not done 
well with salicylates,” I feel fairly sure that it is 
a case of gout or of rheumatoid arthritis—more 1 
probably the latter. ! 

To proceed with the distinction, rheumatism in 
its subacute or chronic forms certainly may affect 
the joints, but it never produces that permanent 
deformity which the other affections may, espe- ; 
cially the lipping of the cartilages and bony out- 
growths which I have already referred to. 

As regards the actual diagnosis of rheumatism, 
it is usually fairly easy. If a patient comes com¬ 
plaining of pain in the joints, which pain flies 
about from joint to joint, and generally affects 
some of the muscles at the same time, and if, : n 
connection with these flying pains, there are indi¬ 
cations of the presence of the rheumatic erythema 
—erythema nodosum—then the diagnosis of rheu¬ 
matism is obvious. As a rule, the fitful way in 
which the joints are affected, the fairly rapid 
subsidence of the swellings of the joints, and the 


association of muscular pains make the diagnosis 
a simple matter. Then the response of the disease 
to treatment by salicylates will clinch the dia¬ 
gnosis. 

Now as to the distinction between rheumatoid 
arthritis and gout. Here I think you are far more 
likely to make a mistake. But you will not make 
a mistake if you give some patient observation to 
the case. The fourth patient, when I first saw 
him, had gout in both hands and both elbows, 
with swellings of the joints very similar to those 
now shown by the third patient, but much greater. 
Now, after treatment, see what has occurred; the 
swellings of the joints have disappeared, because 
the gouty deposits have become absorbed and the 
joints have returned to their former condition. 
In rheumatoid arthritis, when once the joint has 
become enlarged it never resumes its original size. 
The enlargement in rheumatoid arthritis is due 
to outgrowths of the peripheral portions of the 
cartilages and to osteophytic outgrowths. So 
that even in this case of gout, if you had mistaken 
the disease at first for rheumatoid arthritis, the 
fact that the joints returned to their normal con¬ 
dition after treatment would show that the case 
could not have been one of the last-mentioned 
disease. I think that very often the unfortunate 
name “ rheumatic gout ” as applied to rheumatoid 
arthritis is a cause of the two conditions being 
confused. 

I will rapidly run over the distinguishing charac¬ 
ters of the two diseases, and you will then see how 
very different they are. In the first place, rheu¬ 
matoid arthritis occurs most commonly in females, 
gout occurs mostly in males. Rheumatoid arthritis 
occurs more commonly amongst the poor and ill- 
nourished; gout occurs mostly among the well-to- 
do and the well-nourished. Rheumatoid arthritis 
is a disease which is improved by good dieting. 
In the case of a gouty person a spare and plain 
diet is indicated. The onset ‘of rheumatoid 
arthritis is insidious; that of gout sudden and 
obvious. As regards the commencement of the 
attack, gout most commonly begins in one of the 
feet, especially in the great-toe joint; rheumatoid 
arthritis, although ultimately it frequently affects 
so many joints of both hands, nearly always begins 
in one joint, most commonly selecting one of the 
joints of the thumb, either the carpo-metacarpal 
or metacarpo-phalangeal joint, after which it 
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rapidly spreads to the other joints. Then as re¬ 
gards the appearance. In the case of rheumatoid 
arthritis there is no obvious swelling at first, and 
no marked redness. In the case of gout, at its 
commencement there is very obvious swelling, 
marked redness, and a shiny condition of the skin 
around the affected joint. That is not seen in 
rheumatoid arthritis. 

In rheumatoid arthritis there is very little pain 
at first. There is some aching in the joint, but 
it starts in a very insidious manner. It is this in¬ 
sidious character of the disease which is one of 
its bad features, for the patients do not seek 
advice until the affection is fairly advanced. Gout, 
however, begins in the most marked manner with 
severe pain, the patient as a rule waking up in 
the early morning with excruciating pain in the 
great-toe. Therefore, if you are in doubt as to 
whether a particular case is one of rheumatoid 
arthritis or of gout, question the patient as to the 
commencement of the attack. Ascertain whether 
it began with an obvious outburst of pain, and 
with swelling and redness of the joint, or whether 
it began very insidiously. Then as to the joint 
affections; apart from what I have said about gout 
generally beginning in the foot and rheumatoid 
arthritis generally in the hand, there is one joint 
commonly affected in rheumatoid arthritis, which 
is not affected in cases of gout, that is the temporo- 
maxillary articulation. I have never seen a case 
of gout in which the temporo-maxillary joint has 
been affected, whereas in rheumatoid arthritis it 
is extremely common for that joint to be affected. 
Another distinction is this, and it is perhaps one 
of the most important distinctions, namely, that 
in connection with rheumatoid arthritis there is 
a remarkable symmetry in the affection of the 
smaller joints of the hands. In gout that symme¬ 
try is wanting. The symmetry is very well shown 
in this case of rheumatoid arthritis. It was this 
symmetrical affection of the joints which led to 
the idea—which I believe to be absolutely erro¬ 
neous—that rheumatoid arthritis is a nervous 
disease. I shall probably say a word or two 
about the cause of rheumatoid arthritis presently. 
Lastly, in a case of rheumatoid arthritis you never 
find sodium biurate in the joints or in the blood, 
whereas in the gouty person you find sodium 
biurate both in the joints and in the blood. Here 
let me remark that free uric acid never exists in 


the blood. It can only be present as sodium 
quadriurate or biurate, the latter being the com¬ 
pound which is always deposited in gouty joints. 

Now, as to the aetiology of these three diseases 
that we are dealing with. About rheumatism I 
think the less I say to you the better, for the 
simple reason that we do not know what is the 
cause of rheumatism. Acute rheumatism is, I 
think, undoubtedly an infectious disease, that is 
to say, a microbic disease, and in all probability 
the pains, both articular and muscular, are due to 
some toxic product which is produced by bacterial 
agency. What that product is we really do not 
know. A micro-organism peculiar to acute rheu¬ 
matism has not been isolated yet, but there are 
many facts which point to the infectious character 
of the disease; for instance, the way in which it 
occurs occasionally in outbreaks; the way in which 
in a certain house a number of the family will be 
seized with it; the suddenness with which people 
are attacked. I think all these facts point to the 
infectious nature of the disease. At one time it 
was believed that the pain was due to the develop¬ 
ment of uric acid in the system, and at another 
time it was believed to be due to lactic acid m 
the system. I do not believe either of those 
theories to be correct. I believe that some toxic 
product is generated, and it is possible that that 
toxic product is a fatty acid, which is set free in 
the system, and which is responsible for the in¬ 
flammatory affection of the joints, and for the 
muscular pains. One reason for belief in this 
view is that sodium salicylate acts like magic in 
acute rheumatism in removing pain and in getting 
rid of the disease. Now sodium salicylate is a 
body which can unite with fatty acids, such as 
glycocine, and eliminate them from the system as 
the sodium salicylurate. 

As regards the causation of gout there is no 
doubt about that. Gout is a disease which is due 
to an accumulation in the circulation of uric acid 
in the form of the sodium quadriurate at first, and 
afterwards in the form of the biurate. The quad¬ 
riurate is an unstable body and changes into the 
biurate, which is at first present in the blood in 
solution, and later on becomes deposited in the 
joints. There are differences of opinion as to where 
that uric acid is produced, and as to whether uric 
acid is always present in the blood of healthy beings 
or whether it is only present under pathological 
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conditions, but there can be no difference of 
opinion as to the actual causation of gout. 

When we come to the aetiology of rheumatoid 
arthritis we are again on debatable ground, 
although the doubts existing as to the causation 
of this disease are rapidly being dispelled. I 
certainly hold the view—which I think is shared 
by many others—that rheumatoid arthriti? is an 
infective disease, and that it is due to micro¬ 
organisms settling in the joints. It was at one 
time believed to be of nervous origin, because of 
the symmetrical nature of its affection. That view, 
however, is at once upset, because it does not 
begin in a symmetrical way; it always begins in 
xme joint on one side and then spreads. If it 
were of nervous origin one would expect all the 
joints to be affected at the same time. Why, if it 
is nervous in its origin, should it start in one 
joint and then spread to the others? But that 
is the very way in which an infective disease might 
spread. A second reason for supposing it to be 
of nervous origin was on account of the muscular 
atrophy which takes place when the larger joints 
are affected. Look at the knee of the second 
patient; his muscles are wasted. This muscular 
wasting goes on in ever)’ form of chronic arthritis; 
there is no form of chronic joint disease in which 
there is no muscular wasting; and therefore it 
is not right to attribute to nervous causes this 
muscular wasting connected with rheumatoid ar¬ 
thritis any more than in connection with other 
joint diseases. Another fact which upsets the 
nervous theory is that if this wasting were due to 
any central nervous affection there would be pre¬ 
sent the reaction of degeneration, which, however, 
is never obtainable in rheumatoid arthritis. This 
shows that the muscular atrophy is caused by 
disuse of the affected muscles. Another point 
against the nervous hypothesis is that there is 
no nerve lesion to be discovered. Careful exami¬ 
nations have been made of the spinal cord in cases 
of rheumatoid arthritis, but no lesions or degene¬ 
rations have been found. If the disease were of 
nervous origin there would be some discoverable 
legion in the cord. The view which I hold, as I 
have said, is that it is an infective disease, that it 
is due to a settlement of micro-organisms in the 
affected joints, that there they produce a toxine, 
and that that toxine, getting into the system, is 
responsible for any nervous symptoms which 


occur in the disease. Therefore the nervous sym¬ 
ptoms are secondary to the settlement of the 
bacteria in the system. There are many reasons 
for believing this view to be correct. In the first 
place, rheumatoid arthritis is very frequently a 
sequela of some other infectious disease, that is 
to say, of some other disease which furnishes the 
opportunity for bacilli to gain access to the circu¬ 
lation. When it occurs in children, for instance, 
it is frequently secondary to scarlet fever, or rheu¬ 
matic fever, or acute septic tonsillitis, all of which 
afford channels through which the micro-organisms 
can gain access to the circulation. In adults it 
is frequently secondary to some infective disease, 
which may be some ulcerative disease of the 
tonsils or of the gastro-intestinal tract, by which 
means lesions are produced through which the 
organisms can gain access to the circulation. Se¬ 
condly, micro-organisms have been found post¬ 
mortem in the joints, both in the cartilages and 
in the fluids of the joints, and also when the fluid 
has been withdrawn by a hypodermic needle 
during life. They have been found in several 
cases by two observers in this country—Bannatyne 
and Wohlmann—who have produced cultivations 
of the organism. What they failed to do, and 
which would have been the final proof, was that 
when they inoculated these organisms into animals 
the disease was not produced in them. That 
failure was looked upon by many as a proof that 
rheumatoid arthritis was probably not an infective 
disease. That proof, however, has recently been 
obtained. Von Dungem and Schneider, in Ger¬ 
many, have, from an undoubted case of rheumatoid 
arthritis, which after many years ended lethally, 
cultivated a diplococcus. Cultures of this diplo- 
coccus were injected into rabbits and produced a 
similar articular disease to that from which the 
patient had suffered. That, if corroborated, I 
think, completes the proof that rheumatoid 
arthritis is an infective disease. 

As regards treatment, that is very different in 
the three conditions. In cases of rheumatism, as 
I have said, salicylates are most effective, and the 
fact that salicylates fail is generally a proof that 
the case is not one of rheumatism. Cases of 
rheumatoid arthritis are far more troublesome to 
deal with. If you have a case of rheumatoid 
arthritis which is not too advanced you can do a 
great deal of good. A case of acute rheumatoid 
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arthritis undoubtedly can be cured if it is recog¬ 
nised as Such in the early stage. But in the 
chronic condition what can you do? You can 
stop the advance of the disease, you can relieve 
the pain to a considerable extent, and you can 
probably produce a better movement of the joint. 
The two drugs that this patient has been treated 
with are guaiacol carbonate and methylene blue. 
Undoubtedly in his case the pain has been very 
much ameliorated, the swelling has been much 
reduced, and there has been much better move¬ 
ment of the joints. He has also had another 
important kind of treatment, viz. local hot-air 
baths to the joints. Undoubtedly in rheumatoid 
arthritis, as also in many cases of gout and rheu¬ 
matism, these local hot-air baths do much good. 

Time does not permit of my going thoroughly 
into the treatment of gout just now, but it depends 
to a great extent on the administration of colchi- 
cum and of remedies which reduce the acidity of 
the urine, such as citrate of potassium and bicar¬ 
bonate of potassium. 

I think I have said enough to show you that 
the differential diagnosis of these three diseases is 
fairly easy if you give some attention to the sub¬ 
ject It is very important for the welfare of the 
patient that your diagnosis should be correct, be¬ 
cause the treatment which will apply to the one 
is not only not suitable to the others, but may do 
actual harm. 

It is not common to get rheumatoid arthritis 
and gout associated in the same patient. What 
occasionally does occur is that gouty deposits may 
form in joints suffering from rheumatoid arthritis, 
but it is more in the nature of an accident than 
anything else. A person suffering from rheuma¬ 
toid arthritis who indulges in rich living for some 
time, and especially if he takes much wine, may 
develop gout, and so you may occasionally meet 
with gouty deposits in the joints of a patient 
suffering from rheumatoid arthritis. Still it is 
only a complication, there is no actual relationship 
between the two conditions, and one does not 
predispose to the other. Rheumatism certainly 
predisposes to rheumatoid arthritis, because a per¬ 
son who has been subject to rheumatism has the 
nutrition of the joints so much impaired for the 
time that if there is any opportunity of the specific 
micro-organisms gaining access to those joints it 
is very likely that they will there develop and 
flourish. That is why cases of rheumatism as 
well as of rheumatoid arthritis certainly go 
together. 
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Strychnia is one of the most deadly poisons 
known. It was discovered by the French chemist 
Pelletier in 1818, who extracted it from the seed 
of the strychnos nux vomica. It is largely used 
in medicine, and it enters into the construction of 
so-called “ vermin-killers.” In the quinquennium 
1863-67 there were 41 deaths from strychnia and 
20 from vermin-killer. In 1890 I find there were 
19 deaths from strychnia and 10 from vermin- 
killer. Of these 29 deaths 4 were accidental, 24 
were cases of suicide, and 1 (a child) was a case of 
murder. Quite recently (a few months ago) a man 
was convicted of murdering a woman at St. Neots 
with strychnia. 

It is not improbable that strychnia was used by 
the murderer in the early years of this century 
more often than is suspected. In 1835 a certain 
Wainewright probably murdered with strychnia a 
Miss Abercromby, whose life he had heavily insured, 
and who had made a will in his favour. Miss 
Abercromby died suddenly with all the symptoms 
of tetanus. The circumstances were so peculiar 
that the insurance offices refused to honour the 
policies, and Wainewright left the country. This 
is not the only time that strychnia has been con¬ 
nected with insurance frauds. The most notable 
trial in that connection was that of Palmer, a sur¬ 
geon at Rugeley, in Staffordshire ; and I think 
that it may not be uninteresting or unprofitable if 
I put you in possession of the whole of the moral 
circumstances connected with the crime of this 
unworthy member of our profession. 

Trial of William Palmer .—The trial of William 
Palmer, aged 31, surgeon, of Rugeley, Stafford¬ 
shire, for the murder of John Parsons Cook, 
commenced on May 14th, 1856. 

Palmer was in debt owing to speculations on the 
turf. On September 29th, 1854, his wife died. 
Her life was insured for ,£13,000, and with the 
money he paid some of his debts. 

At the time of the Shrewsbury races, in Novem¬ 
ber, 1855, bills bearing the forged acceptance of 
his mother were due against him to the amount of 
^”,500. 
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During the year 1854 he had. insured his 
brother's life for ^.13,000. His brother died in 
August, 185 5. The office refused paym^nti In 
May, 1855, Cook backed one of Palmer’s bills 
fox £200. .. . ■ 

In August, 1855, Cook backed another of Pal¬ 
mer’s bills for ^500, two of Cook’s racehorses, 
“Pqlestar;” and “Sirius,” being assigned as secu¬ 
rity. The money was ostensibly fox Cook, but 
Palmer forged Cook’s endorsement on the cheques, 
which were .made payable to Cook!s order, and 
Cook never.saw the money. - 

In September, 1855, he attempted to insure the 
life of pne Bates for ^2 5,000, but failed.. 

At the beginning of November, 1855, Palmer 
was in great danger of being arrested for debt or 
of having his mother arrested, because of his 
haying forged her name and of having his forgeries 
discovered. On November, 13th, Cook’s horse, 
“-Polestar*” won a race at Shrewsbury, and Cook 
became entitled to ^2050. Within a week of 
this time Cook died. .. 

Cook was twenty-eight years old, not very strong, 
and had been under treatment for sorp throat, etc., 
a few months before his death. 

Palmer and Cook occupied the same sitting-room 
at the “Raven” at Shrewsbury. On the evening 
of November 14th, Fisher, Cook’s racing agent, 
went into Palmer and Cook’s room. They were 
drinking. Cook said to Palmer, “ You will have 
some more?” “No,” said Palmer, “not unless 
you finish your glass,” Thereupon Cook, taking 
up his tumbler and draining it at a gulp, exclaimed, 
“Good God! there is something in it that burns 
my throat.” Palmer took up the glass and drank 
what remained, saying, “ There is nothing in it.” 
Shortly after this Cook was noticeably ill, and 
vomited violently and frequently. Cook was 
better the next day, and in the evening he and 
Palmer went to Rugeley, Cook lodging at the 
“Talbot,” just opposite Palmer’s house. 

On the night of the 14th Palmer had been seen 
in his room at the “ Raven ” looking at a glass of 
liquid, which he was holding to the light. On the 
evening of the 16th Cook went to bed pretty well. 
On the morning of the 17th Palmer saw him early. 
He ordered him some coffee, which was brought up 
by the chambermaid and given into the hands of 
Palmer. Cook drank the coffee, and the same 
symptoms that he had had at Shrewsbury recurred. 
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Throughoutthe wimple of the 17th and 18th Palmer 
administered everything^ to Cook. , Palmer sent 
Cook some broth, but Cook could not take it—he 
vomited so much. The Iprpth jpoked so nice fhat 
the chambermaid took a couple>of, spoonfuls, and 
she was immediately seized ^ith 7 vopoiting. 

Palmer called Cook’s illness “ biliojas diarrhoea.” 
A local practitioner was called in on the, 17th.. , He 
found a quiet pulse and a clean tongue, notwith¬ 
standing the vomiting. To quiet the storpach* fye 
ordered two pills, containing morphia gr. calomel 
gr. and pulv. rhei gr. 4 in each jciilJ. 

Throughout the 18th the symptoms continued 
the same. On the 19th Palmer went to town, and 
Cook was much better throughout the day. The 
object of Palmer’s visit to town was to get hoid of 
Cook’s turf winnings and pay his own debts with 
them. 

On his return to Rygeley on the evening of the 
.1.9th, he got three grains of strychnia from a 
surgeon’s assistant there. Palmer was in and out 
of Cook’s room all the evening. 

Cook took two pills about eleven, arid at twelve 
He. was seized with violent convulsions of a tetanic 
kind. 

On the 20th Palmer bought more strychnine at 
a druggist’s. Cook vomited frequently during the 
day, and a second medical man was called in. 
Two pills were given at bedtime, and after taking 
them Cook was seized with tetanic convulsions, 
and died. 

During both his attacks of convulsions the jaws 
were not much affected, and he was able to 
swallow* 

On Cook’s death his father-iri-law came~ to 
Rugeley. In consequence of Palmer’s officious¬ 
ness about the burial, the unsatisfactory condition 
of Cook’s money matters, the loss of his betting- 
book, and the appearance of the corpse, a post¬ 
mortem was determined on. At the post-mortem 
Palmer pushed against the surgeon who was 
placing the stomach in a jar, and upset the con¬ 
tents. He also tried to make away with the jar 
and its contents, two slits being found in the parch¬ 
ment covering of the jar; and he also tried to 
bribe a fly-driver to upset the fly in which the jar 
was to be conveyed to the railway. 

Strychnia was not detected in Cook’s body, a 
fact partly due to the mixing of the contents of the 
stomach and intestines by the upset above men- 
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tiotied, and partly also to the fact that the methods 
of analysis were less perfectly understood then 
than now. 

It is supposed that Palmer prepared his victim 
by the administration of tartar emetic, and, finding 
possibly that this was a less sure poison than he had 
anticipated, he finally had recourse to strychnia. 
The circumstantial evidence was so strong that, 
notwithstanding the weakness of the chemical 
evidence, he was convicted and hanged. 

The symptoms of strychnia poisoning very 
closely resemble those of tetanus. The alkaloid 
readily dissolves in the stomach, ahd soon after it 
has been swallowed (two to ten minutes) the 
patient is troubled with jerking of the muscles, and 
soon has a general tetanic spasm, beginning in the 
limbs and extending to the back, giving rise to so- 
called opisthotonos. Consciousness is retained 
during the convulsions ; and in this respect 
strychnia ^convulsions (being purely spinal) differ 
from epileptiform convulsions, in which loss of 
consciousness is always a marked feature. 

The convulsions remit, and there is a quiet 
interval before the next attack. The jaw and the 
face are implicated in the tetanic spasm, but not so 
early as is the case in true tetanus. Peripheral 
impressions—such as a touch, a sound, a flash of 
light—will plunge the patient into a fit. Death is 
caused either by exhaustion or by asphyxia, owing 
to the tetanic fixations of the thorax. A fatal case 
of strychnine poisoning is an affair of a few hours 
at most. The symptoms of tetanus may endure 
for days. 

Treatment must be prompt. If possible, the 
best thing to do is to administer chloroform and 
wash out the stomach with a warm solution of 
potassium bromide, which appears to be one of the 
best antagonists, and also, according to Stevensott, 
renders the alkaloid insoluble. Failing these, the 
stock emetics must be given, and the spasm be 
counteracted by chloral hydrate or by the continued 
administration of chloroform. 

The tests for strychnine are very striking. 
The pure alkaloid is crystalline (if it be non- 
powdered). It is feebly soluble in water, but 
readily dissolves when a few drops of hydrochloric 
acid be added. You see that I have here a clear 
solution, without odour or colour, and with an 
intensely bitter taste. 

A drop of this solution, evaporated on platinum 


foil, leaves a white residue, which, in its turn, 
melts and inflames, leaving a black stain. The 
solution, therefore, contains organic matter, and is 
slightly acid in reaction. 

With the ordinary routine tests I get negative 
results, with the exception that I get a precipitate 
on the addition of platinic chloride. 

The special test for strychnine and its salts is 
the play of colours which is obtained by acidifying 
with sulphuric acid and then adding an oxidising 
body, such as potassium dichromate, manganese 
peroxide, etc. Taking a drop of the solution, and 
a drop of sulphuric acid, and a crystal of potassium 
dichromate on a porcelain dish, I gradually bring 
all three in contact by means of a glass rod. 
Immediately I get a dark-blue colouration, which 
quickly becomes purple, and the red element 
increases until the stain, from being blue, has 
become a rich orange-red. It is the series of 
colours, and not any one colour, which constitutes 
the test. 

This play of colours maybe obtained by electro¬ 
lysis, the colours being developed at the positive 
(oxidising) pole. 

Aconite .—Aconitum napellus, otherwise known 
as monkshood or nunshood, is a common, highly- 
decorative plant, very popular in cottage gardens, 
and which, when once established, is difficult to 
eradicate. 

Monkshood is very poisonous, and ail parts of 
the plant-—flower, leaf, root—when chewed give 
a peculiar tingling on the tongue and lips which 
may be called aconitism, just as we speak of the 
buzzing in the ears after taking big doses of 
quinine as “ cinchonism.” 

The pharmaceutical preparations of aconite are 
known to depress the heart—and in cases of death 
from aconite or its preparations, the heart is said 
to come to a standstill in diastole, having, in this 
respect, an effect the opposite to digitalis. The 
root of the plant has been eaten in mistake for 
horse-radish, although the roots are not very 
similar, and ought not to be mistaken. The 
aconite root is smaller, darker, and distinctly 
tapering, while the root of horse-radish is “ stick 
like. The mistake has probably arisen from the 
fact that horse-radish, when once established, is 
more ineradicable even than the monkshood, so 
that the two plants are very likely, in old gardens, 
to grow in a confused mass in one untidy bed, 
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and thus the roots may be dug up together. The 
alkaloid “ aconitin,” to which aconite owes its viru¬ 
lence, gives the general reactions for alkaloids; but 
there is no chemical test sufficiently trustworthy 
to enable aconitin to be distinguished with cer¬ 
tainty from other alkaloids by purely chemical 
methods. The physiological test, however, is of 
great value, and appears to be as reliable as is the 
dilatation of the pupil as a test for atropine. 

Aconitin has not been often used by the 
murderer. One notable instance, however, in 
which the criminal was a member of our profes¬ 
sion, has occurred, and no better summary of 
aconitin poisoning can be given than the case of 
the notorious Dr. Lamson. 

It seems probable that Palmer, in 1856, and 
Lamson, in 1882, selected their poisons because 
they fondly hoped that detection would prove im¬ 
possible. In Palmer’s case the able handling of 
the facts by Sir Alexander Cockburn—who was 
then Attorney-General—brought the criminal to 
his doom in spite of the imperfect chemical evi¬ 
dence. The conviction of Lamson, on the other 
hand, was mainly brought about by the ability of 
the toxicological experts employed. 

Regina v. Lamson .—On Wednesday, March 8th, 
1882, at the Central Criminal Court, before Mr. 
Justice Hawkins, George Henry Lamson, aged 
twenty-nine, surgeon, was indicted for the wilful 
4 murder, on December 3rd, 1881, of his brother- 
in-law, Percy Malcolm John, aged nineteen. 

Percy Malcolm John, who was a cripple with 
curvature of the spine and paraplegia, had pro¬ 
perty to the extent of 000, half of which at 
his death would revert to the prisoner’s wife. 
John had, for the three years prior to his death, 
been at a school at Wimbledon, kept by Mr. B—. 
On December 3rd, 1881, John was, with the ex¬ 
ception of his paralysis, in good general health, 
and on that day had taken his meals, breakfast, 
dinner, and tea in company with Mr. B—, among 
others. On Saturday, December 3rd, Lamson called 
on John at 6.55 p.m., and their interview took 
place in the dining-room in Mr. B—’s presence. 
Mr. B— offered Lamson some wine, which he 
accepted, and Lamson then asked for some sugar, 
as the wine (sherry) was rather strong, and he said 
“ sugar would destroy the alcoholic effects.” A 
basin of white sugar was brought, and Lamson 
put some of it into his sherry. Lamson then pro¬ 


duced a Dundee cake and some sweets, of which 
all three partook. At 7.15 p.m. Lamson pro¬ 
duced a box of gelatine capsules from his pocket, 
and said, “ Oh, by the way, Mr. B—, when I was 
in America I thought of you and your boys. I 
thought what excellent things these capsules would 
be for your boys to take nauseous medicines in.” 
Lamson then gave a capsule to Mr. B—, and, 
filling another with sugar, handed it to John, and 
said, “ Here, Percy, you are a swell pill-taker; 
take this, and show Mr. B— how easily it may 
be swallowed.” John swallowed the capsule; the 
prisoner soon said, “ I must be going,” and at 
7.21 p.m. left the house. A little after 8 p.m. 
John complained of heartburn, and soon after 
said, “ I feel as I felt after my brother-in-law had 
given me a quinine pill at Shanklin.” He was 
carried up to his bedroom, and about 9 p.m. was 
found in great pain and vomiting. He com¬ 
plained that “ his throat appeared to be closing, 
and the skin of his face felt drawn up.” At 
11.30 p.m. he died. John was treated by linseed 
poultices to the abdomen, white of egg beaten up 
with water, and two hypodermic injections of 
morphia of one sixth of a grain and a quarter of a 
grain respectively. 

The post-mortem examination of John’s body 
was made on December 6th, 1881, by Dr. Little 
and Mr. Berry, of Wimbledon, and Mr. Bond, of 
the Westminster Hospital. The spinal disease 
was found to be old and inactive. There were 
some old adhesions of the lung. The lips and 
tongue were pale. The cerebral meninges, livef, 
kidneys, spleen, and the mucous membrane of the 
stomach were much congested. The mouth and 
lips were pale. On the under-surface of the large 
end of the stomach were six or eight yellowish- 
grey patches, a little raised, about the size of a 
small bean, and towards the smaller end were 
two or three similar ones. The heart was almost 
empty, but healthy. The lungs were congested, 
the posterior parts very much so. 

The analyses of the viscera, vomit, and the 
articles of which John might have partaken were 
conducted by Dr. Stevenson, of Guy’s Hospital, 
in conjunction with Dr. Dupr6, of the West¬ 
minster Hospital, and the results obtained by tht 
one were verified by the other. 

The results were briefly as follows : 

1. Portions of the liver^ spleen, and kidneys, 
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treated by Stas’ process, gave evidence of slight 
traces of morphia, and the alkaloid extract, when 
placed upon the tongue, produced the numb 
tingling sensation which is characteristic of 
aconite, and which, for the sake of brevity, we 
will call aconitism. 

2. The contents of the stomach, similarly 
treated, produced aconitism. 

3. The stomach itself, similarly treated, showed 
the presence of an alkaloid, but the extract failed 
to produce aconitism. 

4. The urine gave evidence of morphia and 
aconitine, and the extract obtained from an ounce 
of the urine killed a mouse in thirty minutes when 
injected under its skin, the symptoms being 
exactly similar to those produced by injecting a 
minute quantity of a solution of Morson’s aconitine. 

5. A mixture of the extracts from 1, 2, and 3, 
when injected under the skin of a mouse, killed it 
with similar symptoms in twenty-two minutes. 

6. The vomit was found to contain muscle, 
starch, onion, vegetable pulp (probably apple), 
raisins, candied peel, and pine-apple essence. It 
contained neither morphia nor quinine; but very 
marked aconitism was produced by a minute 
quantity of the extract, which lasted for over six 
hours, and when injected under the skin of a 
mouse, it produced powerful symptoms in two and 
a half minutes, and killed it in a quarter of an 
hour. 

Dr. Stevenson considered that the vomit con¬ 
tained as much as a quarter of a grain of aconi¬ 
tine. 

In the beginning of 1881 Mr. B— received a 
letter from Lamson, who was then in America, 
and a box containing a dozen pills. The letter 
requested B— to give the pills to John, as 
Lamson had heard of cases in America similar to 
that of John being benefited by the pills in ques¬ 
tion. The deceased had taken one of the pills, 
and the next morning complained of being very 
unwell, and said he should take no more of the 
pills. On August 28th Lamson bought three 
grains of sulphate of atropine and one grain of 
aconitine of a druggist at Ventnor. On August 
29th Percy John, who was staying in the house of 
a Mrs. Joliffe, at Ventnor, was taken ill with 
diarrhoea and prostration, and a feeling “ as if he 
were paralysed all over.” 

Lamson was living with his father in Ventnor 


between August 6th and October 23rd, 1881, and 
was in the habit of going to the house where 
Percy John was living, and had actually called 
upon him on the 29th. On October 13th he 
bought twelve quinine powders (containing a grain 
and a half each) of a druggist in Ventnor. John at 
the time of his death was taking quinine powders 
which had been supplied to him by Lamson. On 
November nth Lamson bought half an ounce of a 
.mixed solution of morphia and atropia, contain¬ 
ing forty grains of morphia and one grain of 
atropia; and on November 16th he bought the 
same amount of a similar solution. On Novem¬ 


ber 16th he also asked for five grains of digitaline, 
which were not given to him because the sample 
in stock was not thought to be good; and on 
November 20th he asked for one grain of aconi¬ 
tine, with which the assistant in the shop refused 
to serve him. On November 24th he purchased 
two grains of aconitine. 

Among the effects of the deceased were found 
twenty quinine powders, numbered from 1 to 20. 
Nos x, 2, 3, 4, 5, and 6 were in larger papers 
than the rest, and the powders were nearly uni¬ 
form in weight, containing about one grain and a 
half of quinine each. Nos. 7 to 20 inclusive 
were wrapped in smaller papers, and varied in 
weight from 6-ioths of a grain to 8-ioths of a 
grain. Nos. 16, 17, and 19 differed in appearance 
from the rest, having an admixture of a pale fawn- 
coloured substance. They all contained aconitine. 
No. 16 contained 0*83 grain of aconitine and 0*96 
grain of quinine. One fiftieth of a grain of the 
aconitine contained in this powder killed a mouse 
in six minutes and a half. One of the pills 
w r hich had been sent by Lamson from America 
was found to contain nearly half a grain of aconi¬ 
tine. Some of it injected into the back of a 
mouse killed the animal in less than five minutes, 
and the aconitism produced by a small quantity 
on the tongues and throats of the experimenters 
lasted for over seven hours. Witnesses were called 
to prove that Lamson would benefit pecuniarily 
by the death of the deceased, and that at the time 
of John’s death he was a bankrupt, without a 
penny in the world. 

No witnesses were called for the defence. The 
counsel for the defence was unable to bring for¬ 
ward any solid arguments in refutation of the evi¬ 
dence and the opinions of the experts; and the 
jury, after deliberating thirty-five minutes, re¬ 
turned a verdict of Guilty. Sentence of death 
was passed in the usual form. 
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Vol. XV. Ho. 6. 
A CLINICAL LECTURE 

ON the 

SURGERY OF THE NERVES. 

Delivered at the West End Hospital for Diseases of the 
Nervofts System, 

By JAMES CANTLIE, F.R.C.S., 

Surgeon to the Hospital. 


Gentlemen,— The subject for our consideration 
to-day is “ Practical points connected with the 
anatomy and surgery of some nerve lesions.” This 
affords us a wide field for study, so I will limit 
my remarks, both in number and length, to the 
prescribed limits of a clinical lecture. 

Tha Cranial Nerves.— The olfactory nerve in¬ 
terests the surgeon, inasmuch as the cribriform 
plate of the ethmoid bone, on which the olfactory 
lobe lies and through which the nerves pass to 
the nose, is sometimes involved in fracture of the 
base of the skull. This injury, so far as the sense 
of smell is concerned, is, however, of little practi¬ 
cal moment. There are, however, one or two 
“ side-lesions,” as they might be termed, which 
affect the olfactory functions more or less. Some 
of the more potent factors in causing impairment 
in the sense of smell are non-use of the nasal 
channels in consequence of adenoids in the 
pharynx, hypertrophied turbinates, chronic con¬ 
gestion of the nasal mucous membrane, owing to 
bad teeth or facial paralysis. The last-named 
only requires explanation. We may well ask 
“ What has the facial nerve to do with the sense 
of smell ? ” It comes about in this way : to allow 
the air to reach the upper—the olfactory—part 
of the nose it is necessary to dilate the nostril. 
If, however, the facial nerve is paralysed, the 
nostril cannot be dilated, and in consequence the 
air-bearing odour cannot be sniffed up. When 
both facial nerves are thus affected, the loss of 
the sense of smell, although not of flavour which 
reaches the nose through the posterior channel, is 
well nigh in abeyance. 

The further implication of the nose as the result 
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of nerve irritation will be described later (see fifth 
nerve). 

The optic nerve .—Surgically the optic nerve 
would appear to be well out of the way of injury 
from without; but it is on record that the trunk 
of the nerve may be injured and severed by a 
stab entering the orbit through the upper eyelid 
and passing backwards and downwards between 
the orbit and the upper aspect of the eyeball. A 
superficial examination at the time of an accident 
of this nature would not reveal any injury to the 
eye itself, and the seriousness of the wound is apt 
to escape notice. A person made suddenly blind 
by a wound of this kind may remain ignorant of 
the fact for a time. This would seem improbable 
were we not acquainted with the fact that several 
cases are known where men have reached adult 
years before discovering that one eye had different 
vision to the other, or perhaps had little power of 
vision at all. I know one man who discovered his 
almost total blindness of one eye when, at the age 
of twenty-three, he put up a gun to his shoulder 
to take aim; and also of three medical men of 
my acquaintance, reading for the public services, 
who were shocked to find that on casually testing 
their eyesight they were practically blind in one 
eye. In all injuries of the orbit it is a point apt 
to escape attention, namely, to ascertain whether 
sight is impaired or not. I have known a case 
in which this seemingly important point was 
neglected, and considering that the sight of the eye 
in question was actually destroyed, and was only 
found out after some ten days, it is not to be 
wondered at that the medical practitioner in at¬ 
tendance was seriously brought to book. 

Of course, the optic nerve may be involved in 
fractures, in operations for the removal of the 
upper jaw when the growth has encroached in 
the orbit, it may be involved in new growths, or 
compressed by an aneurysm. The conditions 
brought about by such lesions hardly belong to 
the province of the surgeon. 

The motor oculi .—The third cranial nerve, as it 
passes through the sphenoidal fissure, may be 
involved in fractures of the base of the skull, but 
any fracture in this neighbourhood will almost cer¬ 
tainly involve several of the neighbouring nerves, 
and the diagnosis is thereby easy. It is always 
well to remember the early involvement and con¬ 
sequent paralysis of the third cranial nerve in 


■ t 

syphilis. It is usually the first* nerve to be 
seriously involved, so early in fact that the patient 
is apt to put down the drooping eyelid, the con¬ 
junctival congestion, and the impairment of vision 
to “cold.” 

The fourth cranial nerve does not often play an 
important role in ordinary practice; but I recently 
became acquainted with an affection of the nerve 
which caused considerable distress to the patient 
and annoyance to the surgeon. In the course of 
examining the patient’s sight it was necessary to 
dilate the pupil. This was done in the usual way 
by homatropine. The dilatation of the pupil 
continued beyond the usual limit of time, and 
symptoms of paralysis of the fourth nerve fol¬ 
lowed*." The only marked symptom was the diffi¬ 
culty in walking down stairs. The patient could 
not do so without stumbling, and it was only by 
grasping the stair-rail and looking down at the 
steps that the movement was possible. Thisf is 
always the symptom which paralysis of the fourth 
nerve causes, but this functional lesion has in 
the case I mention lasted now well nigh two years, 
and there seems no sign of improvement. It is 
well to consider the possibility of such a con¬ 
dition arising, and to be prepared to understand it 
when the patient relates his or her symptoms. 

The fifth cranial nerve (the trigeminus) is the 
most important of the cranial nerves clinically. 
The three divisions of the nerve reach the face 
in a line drawn from the supra-orbital notch (at 
the junction of the inner third with the outer two 
thirds of the supra-orbital arch) downwards, on 
either side of the face, between the two bicuspid 
teeth. 

The first or ophthalmic division emerges at the 
supra-orbital notch (or foramen), and the main 
trunks of the nerve pass backwards over the 
scalp as far as the iambdoid suture. This nerve 
is frequently the seat of “ neuralgia,” which at 
times, as you well know, may prove of an in¬ 
veterate character. If in your practice you meet 
with a case of neuralgia in a person who has been 
resident in the tropics, remember that malaria is 
the commonest of all causes of supra-orbital neu¬ 
ralgia. But I have met with a patient who had 
never been out of England, who dwelt, however, 
in the valley of the Thames, close by the river, 
suffering from this ailment So persistent was the 
neuralgia that the patient was sent to me to have 
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neurectomy of the supraorbital performed. Before 
doing so, however, I recommended that systematic 
treatment with quinine should be given, and the 
neuralgia disappeared at once* and several recur¬ 
rences yielded to the same drug. A peculiar in¬ 
stance of what I consider to be malarial infec¬ 
tion occurred in a patient tvho had never been 
out of England, but who also dwelt in the Thames 
valley. Along with general malaise and depres¬ 
sion, the patient suffered from loss of hair on one 
side of the head, and bald patches the size of a 
shilling or thereabouts appeared. Having seen a 
similar case in tropical practice, I ordered quinine 
to be given, with the result that the general health 
improved, and in course of time the hair grew on 
the bald patches. 

The second or superior maxillary division of the 
fifth nerve reaches the face through the infra¬ 
orbital foramen. Neuralgia in the course of 
this nerve may be inveterate and acute, de¬ 
pendent upon lesions which only surgical inter¬ 
ference can relieve; or it may be due, in the 
majority of instances, to carious teeth. A condi¬ 
tion which escapes notice is the congestion in¬ 
duced in the nasal mucous membrane by bad 
teeth. The entrance to the nose is supplied by 
branches of this nerve, and a carious tooth of the 
upper jaw induces likewise an abnormal state of 
the region of the nostril supplied by the nerve. 
The irritation, especially in children, causes the 
child to pick the nose, with the result that scabs 
and cracked bleeding surfaces result. We are 
apt to dose the child with the idea that the 
stomach is out of order, when an examination of 
the teeth in the upper jaw will probably reveal 
the cause. A bad breath is usually put down to 
a deranged stomach, and although, no doubt, this 
is the case occasionally, it is much more often due 
to decayed teeth and to the sodden condition of 
the mouth induced by irritation of the oral mucous 
membrane, A common combination of ailments 
in children is bad teeth, foul breath, irritation and 
picking of nose, occasional earache, and discharge 
from the ear, and a loud, annoying cough. A 
“ child’s ” cough is an ailment apart and distinct. 
It is not dependent upon any pulmonary or bron¬ 
chial congestion or catarrh; it is not usually so 
dependent upon stomach catarrh or upon worms as 
it is upon an oral, nasal, aural, and pharyngeal irri¬ 
tation causing a reflex cough. We are aware how 


passing a speculum into the ear is apt to set up 
coughing, or even vomiting. The fifth nerve guards 
the entrance to the ear, and there inosculates with 
Arnold’s nerve, a branch of the pneumogastric. 
Exactly what part each or both nerves play in the 
phenomenon is not quite settled, not even as to 
the fact of vomiting, which would seem certainly 
to depend on irritation of a branch of the pneumo¬ 
gastric. This conclusion, however, is not justified. 
I remember treating a case of cholera in which 
a persistent vomiting occurred. Sponging the 
face with hot water allayed the vomiting, whilst 
application of cold water brought it on. Time 
after time I repeated these applications, and every 
time the same phenomena occurred—vomiting 
when cold was applied, cessation when hot was 
applied freely to the face. The explanation of 
this peculiar fact is not to be found by way of the 
pneumogastric, but evidently through the branches 
of the fifth nerve supplied to the face. Hence 
the well-worn maxim, that it is owing to the 
presence of Arnold’s nerve in the neighbourhood 
of the auditory meatus that vomiting and cough 
occur when an ear speculum is passed, is open to 
question. 

The third or inferior maxillary division of 
the fifth nerve consists of a motor part, which 
supplies the muscles of mastication, and a sensory 
portion which supplies the skin over the mus- 
catory muscles and the tongue and lower jaw. 
The mental foramen, from which the inferior 
dental branch emerges from the inferior maxillary 
bone and reaches the face, is met with in the 
directing guide line for the fifth nerve already de¬ 
scribed. But the elevation of this aperture varies 
with the age of the patient. In the adult the 
mental foramen is midway between the upper and 
lower margins of the bone; in infancy before the 
teeth appear, and in old age after the teeth have 
fallen, the foramen is close to the upper margin of 
the bone. At whatever age, however, the nerve at 
its exit may be divided in the directing line for the 
fifth nerve in the face, just below the junction of 
the gingival and buccal mucous membrane. 

The branch of the fifth nerve, however, which 
the practitioner is more frequently called upon to 
divide than any other is the gustatory. In malig¬ 
nant affections of the tongue, excision of a portion 
of the gustatory (lingual) nerve is followed by 
marked relief of local pain, and many say by 
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arrest in the advance of the disease. To divide 
the nerve, open the mouth widely, pull the tongue 
to the opposite side of the mouth, incise the 
mucous membrane by a vertical incision about an 
inch in length at a point midway between the 
tongue and the gum, at a point opposite the bony 
ridge on the inner side of the last molar tooth. 
The nerve is quite superficial here and is readily 
exposed; when seen, it is to be raised on a blunt 
hook, pulled forwards, and half an inch of the 
trunk removed. 

The sixth cranial nerve (the abducens) is apt 
to be implicated in fracture of the middle fossa 
of the skull, from the fact that, of all the group 
of nerves in the neighbourhood of the cavernous 
sinus, it is most adjacent to the bone. Injury 
to the nerve is readily detected by the muscle 
it supplies, the external rectus becoming para¬ 
lysed, producing internal strabismus from the 
unrestrained action of the internal rectus muscle 
supplied by the third nerve. 

The facial nerve (the seventh cranial) not infre¬ 
quently comes under the notice of the surgeon. 
It is frequently implicated in fracture of the base 
of the skull, in disease of the middle ear, and in 
wounds, abscesses, or scars on the cheek. The 
nerve enters the petrous portion of the temporal 
bone at the internal auditory meatus in conjunc¬ 
tion with the auditory nerve. It finds its way 
through the petrous portion of the temporal, by 
the aqueduct of Fallopius, until it emerges at the 
stylo-mastoid foramen. During its course in the 
canal it gives off the chorda tympani nerve, which 
passes through the middle ear and reaches the 
floor of the mouth ultimately in unison with the 
gustatory. On leaving the skull, the facial nerve 
is received in the substance of the parotid gland, 
from which it emerges anteriorly in a leash of 
branches to supply the muscles of expression. 

A lesion of the facial nerve, before it enters the 
bony canal, and whilst yet it is accompanied by 
the auditory nerve, may result in impairment of 
hearing owing to the auditory trunk being in¬ 
volved. The fact of deafness accompanying sym¬ 
ptoms of paralysis of the facial nerve will there¬ 
fore serve to localise the seat of trouble as being 
within the skull. The petrous portion of the tem¬ 
poral bone is frequently included amongst the 
bones involved in fracture of the base. As the 
chorda tympani is not given off until close upon 


the exit of the facial trunk from the skull, sym¬ 
ptoms of paralysis of this branch are usually 
present along with the facial affection; they are 
a pasty feeling in t£e same side of the mouth as 
the injury, and the secretion of a thick tenacious 
saliva. 

When the nerve is injured after gaining the 
parotid gland, or on its way across the face, the 
symptoms are confined to the motor filaments 
which supply the muscles of expression. At this 
hospital I am often consulted as to the propriety 
and possibility of operating with the idea of bring¬ 
ing together the ends of the facial nerve severed 
by wounds, or more often by abscesses of the 
cheek. Whether the nerve has been divided at 
the anterior part of the parotid, or at its exit 
from the gland, a good result may be hoped for; 
but when the solution in continuity has taken 
place further back, it is hopeless to attempt sur¬ 
gical interference. One case lately came under my 
observation of paralysis of the facial nerve of long 
standing. The girl, for appearances sake, wanted 
to know if any operation could not be done so 
as to correct the mouth deformity. As this meant 
a plastic operation somewhere on the side of the 
cheek in front of the ear, I declined to perform 
the operation, as a doubtful cure would have been 
complicated with a new element of disfigurement, 
namely, a scar on the cheek. The suggestion 
made to me that to bring the features of the two 
sides into symmetry I might divide the facial 
nerve of the sound side I also rejected, as double 
paralysis of the facial nerve would have caused 
both eyelids to be kept open in place of one, and 
also rendered mastication of the food impossible 
owing to paralysis of the muscles of the cheek. 

Stretching the facial nerve for convulsive 
twitching of the face muscles near its exit from 
the stylo-mastoid foramen has not been attended 
by encouraging results. 

The spinal accessory (the eleventh cranial nerv e) 
is occasionally destroyed in the neck by abscesses 
in the region of the sterno-mastoid muscle. I 
here show you a patient of Dr. Savill’s with 
complete paralysis of the trapezius of one side, 
owing to destruction of the spinal accessory nerve 
supplying it. The scar in the neighbourhood of 
the sterno-mastoid reveals the cause of the paraly¬ 
sis. It seems feasible to search for the ends of 
the nerve in this case, and perhaps secure con- 


Digitized by 


Google 




The CUnioal Journal.] 


MR. CANTLIE. 


[November 29, 1899. 85 


tinuity of the nerve and regeneration of the mus¬ 
cular fibres of the trapezius. 

The great occipital nerve .—A distressing lesion 
is apt to occur to this branch of the second cervical 
nerve as it emerges from the neck to reach the 
scalp. It comes about in this way, a man falls 
asleep in his chair, with his head resting on the 
back of the chair. He wakes up after, say, an hour 
or so with a feeling of numbness and pain over the 
seat of the distribution of the great occipital 
nerve. The condition is expected to disappear 
soon; but, unfortunately, this favourable issue 
may not, in fact does not, usually obtain. Instead 
the pain may last for several weeks and the numb¬ 
ness for many months. Nothing can be done 
further than to relieve the pain and to wait until 
the bruised nerve-fibres recover or become re¬ 
placed by others. 

The Nerves of the Upper Extremity are 

frequently implicated in fractures, tumours, disease 
of joints, gun-shot injuries, the callus of a uniting 
fracture, etc. 

I here show you a patient, aged eight, with a 
paralytic lesion of the muscles around the shoulder- 
joint. The joint is stiff, well nigh completely 
immobile; the head of the humerus is dislocated 
upwards beneath the acromion process of the sca¬ 
pula, and the muscles round the joint are wasted. 
It is a fine point in diagnosis whether the joint 
was the original seat of trouble or whether the 
joint from non-use became stiff and ankylosed 
owing to paralysis of the surrounding muscles. I 
am inclined to believe the latter condition was 
the cause. In fact, I look upon this case as a 
form of “ Erb’s paralysis of the upper arm.” The 
deltoid, the supra-spinatus and infra-spinatus 
muscles, and one head of the biceps are function¬ 
less and wasted. The supinators of the forearm 
do not seem involved in the manner recorded by 
Erb, but there is no definite limit to the grouping 
of the muscles in this form of infantile paralysis, 
as occasionally the triceps, and even the serratus 
magnus, are included in the number of the 
muscles affected. 

Crutcfcparalysis is a term applied to nerve affec¬ 
tions due to the pressure of a crutch in the axilla. 
By long use of a crutch in walking, the muscles 
bordering the axilla become hypertrophied so as 
to be able to resist the pressure and weight. But 
occasionally the ulnar and musculo-spiral nerves 


are compressed by the crutch being too long, so 
that instead of the upper end fitting into the axilla, 
where the muscles receive it, the head of the 
crutch presses some way down the arm and the 
two nerves mentioned are injured. When either 
of these two nerves are thus injured the symptoms 
are easy of recognition, and it is necessary to see 
that the crutch is made to fit the patient properly. 
The head of the crutch may err in being too wide 
or too narrow, and it likewise may be too long or 
two short in the stem. A little attention to de¬ 
tails will in all probability remedy the condition 
and allow of the nerve recovering. 

The circumflex nerve , as it winds from the front 
to the back of the limb behind the upper end of 
the humerus, is very apt to be involved in injuries 
to, or in disease of, the joint. In dislocations and 
fractures the nerve is specially liable to injury. 
In dislocations of the shoulder, many contend that 
it is when reduction is attempted by the heel in 
the axilla that the nerve is injured, rather than 
by the dislocated bone itself. This, however, is 
a point that cannot be settled for or against, more 
especially as even after reduction by manipulation 
the nerve has been known to show signs of injuity. 
Of the nerves lower down in the arm and forearm 
it is needless to discuss them individually. The 
musculo-spiral nerve, however, is very apt to be 
involved in the fracture of the humerus. This is 
easily understood when its close proximity to the 
shaft of the humerus in the middle of the arm is 
considered. The nerve may slip between the 
broken ends of the bone, or more likely it will 
become involved in the callus attending the union 
of the fractured bone. Callus, when the centre 
of the shaft of the humerus is found to be broken, 
is always plentiful, in many cases enormously so, 
and it is rather extraordinary that the nerve 
escapes being rendered functionless as often as 
it does. 

Neurorhaphy .—When a nerve-trunk is severed 
it may be united by either immediate or secondary 
suture, and as the nerves of the forearm and hand 
are more frequently involved in accidents than 
any other part of the body, it may be well to 
remark on the operation here. “ Immediate ” 
suture implies an attempt at suturing the nerve 
immediately after an accident, whilst the wound 
is yet open. It is not easy to decide whether a 
divided nerve requires to l e thus dealt with. 
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Exact co-aptation of the cut surface of an incised 
wound, by which means the ends of the nerve 
are replaced in their normal position to each 
other, will in all probability result in complete 
rectification of the nerve function and current. 
It is only when the nerve is seen to be bruised 
or injured for some distance along its trunk that 
there is any justification for interference. Para¬ 
lysis of a nerve, the result of an incised wound, 
does not render it advisable that the ends be 
sought for and sutured. Therefore, whatever the 
subsequent result may be, if paralysis succeed, the 
surgeon is in no way to blame that he did not 
take steps to secure union at the time of opera¬ 
tion. All that is necessary is to so place the 
limb or part that union of the nerve ends is 
possible. This is done by the application of a 
splint, or maintaining of the part by baridages, 
etc., so that complete rest and co-aptation are 
secured. 

Secondary suture of a nerve may be attempted 
weeks, months, or, in some instances, years after 
the accident which has severed the nerve has 
occurred. How long a nerve may retain its 
anatomical structure, so as to justify such an 
attempt, is an unsettled point. I have sutured the 
ulnar nerve with good results two years after it 
was paralysed by a wound, and became involved 
in a scar. The amount of destruction of the nerve 
after which recovery is possible is also a moot 
point. Separation up to an inch, and slightly 
over in the forearm nerves, will certainly not prove 
a barrier to successful suturing; and in the arm 
and thigh, where the trunks are capable of being 
relaxed to a greater extent by the position of the 
limb, an interval of two inches may be overcome. 
When cut down upon, the upper end of the 
severed trunk will usually be found to be bul¬ 
bous ; it is necessary to cut the bulbous end away 
just through the upper part. The lower end, 
when found, need be freshened only at the ex¬ 
treme end. The two ends are now approximated 
by freeing their connection, and placing the limb 
so that co-aptation is possible. Sutures of fine 
catgut or silkworm gut are now passed through 
the nerve trunk above and below, and drawn 
slowly and carefully together. The nerve-sheath 
and even the surrounding scarred tissues may be 
also drawn together by similar sutures, the wound 
closed and fixed by a splint or bandage in such 


a position as to relax to the full extent the nerve- 
trunk. 

The Lover Extremities — Hip-joint disease .— 
It is surely unnecessary at this period of our know¬ 
ledge to repeat the danger of pain in the knee- 
joint, set up by hip-joint disease, being mistaken 
for disease in the knee-joint itself. In spite, how¬ 
ever, of being considered prolix, I beg to remind 
you of the symptom. The mistake is repeated 
again and again even at the present day, and, in 
spite of frequent warning, we are apt to fall into 
error. The child does not complain of the hip; 
a superficial and cursory examination of the hip 
gives no indication of the source of the trouble, 
and unless closer investigation is made the knee 
may be poulticed, blistered, leeched, painted with 
iodine, etc., whilst precious time is being lost in 
the treatment of the real cause of the symptom, 
namely, disease of the hip. We are all familiar 
with the explanation, it is, shortly, that the anterior 
crural, the obturator and sciatic nerves, send 
branches to both the hip and knee, and that irri¬ 
tation of a more proximal branch is wont to give 
rise to a sensation of irritation or pain in the more 
peripheral branches. Yet is the mistake com¬ 
mon ; it is not until the child is laid down, naked, 
on the bed or couch, that the tilting of the pelvis 
and the arching of the back, indicative of disease 
of the hip, is clearly indicated. 

The sciatic nerve is more frequently stretched 
than any other nerve in the body. The condi¬ 
tions for which this operation are performed are 
many. The ailment “ sciatica ” indicates a sym¬ 
ptom rather than a pathological lesion, and for 
any one of the numerous more or less legendary 
troubles implied by the term, stretching has been 
practised. I have performed it for “ simple ” 
sciatica, and in leprosy, for paroxysmal pain in any 
part of the lower extremity, and for peripheral 
neuritis. I cannot say, however, that any very 
marked relief has ever resulted from the inter¬ 
ference. To perform the operation it is necessary 
to turn the recumbent patient well over on the 
face, with the thigh extended. The incision 
should commence over the gluteal fold, midway 
between the tuber ischii and the great trochanter, 
and be carried down for four inches. The wound 
is to be deepened until the lower border of the 
gluteus maximus is exposed. The muscle is 
| now pulled upwards, the hamstring origins felt for 
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and drawn inwards by retractors, when the white 
cord of the sciatic nerve will be plainly seen. 
The nerve-trunk is then to be held firmly by the 
finger and thumb, and firmly dragged first upwards 
and then downwards for some few mihutes. The 
nerve must not be jerked, but evenly pulled. The 
amount of force must be sufficient to elongate the 
nerve and loosen its natural tension. After the 
wound made at the time of operation has healed, 
massage and passive movements ought to be ap¬ 
plied. 

Tain in the thigh and legs is a fruitful source 
of difficulty in diagnosis. They may be traced 
to rheumatism, gout, malarial infection, pelvic 
tumour, varicose veins, disease of the rectum, 
uterine disorders, ovarian tumour, renal ailments, 
etc. Pain along the peroneal nerve especially 
points to some distant cause, and abdominal de¬ 
rangements should never be lost sight of in the 
search for a cause. Some fifteen years ago I 
myself suffered from the following symptoms: a 
constant itching in the left axilla, pain over the 
left kidney, and an effusion into the tendo Achillis 
of the same side. The pain on the left kidney 
was explained some short time afterwards by the 
passage of an oxalate of lime calculus; but how 
about the others? I happened to mention my 
symptoms to a friend, who was, happily, deeper 
read in professional literature than I was, and he 
referred me to some observations made by Sir 
James Paget. I found in Paget’s classical work 
a statement of a combination of symptoms of 
exactly the same nature as I had observed. Sir 
James was himself the sufferer on the occasion, 
and he records the fact that he suffered from 
itching in the axilla, pain over one kidney, and 
effusion in the tendo Achillis. In Paget’s case the 
origin of the symptoms declared itself later, 
namely, the presence of a renal calculus. 


Strychnine. —The studies of Meltzer on dogs 
seem to show that the absorbent power of the 
stomach is less for strychnine than that of any other 
part of the alimentary canal, that of the oesophagus 
a little better. The absorption of the intestines 
seems to be about equal throughout, but the 
isolated rectum is shown to absorb at least as well 
as the small intestines, if not better. 

Journ. A.M.A ., November nth, 1899. 
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V. FOREIGN BODY IN THE NOSE. 

This, of course, is a condition most frequent in 
children. The presence of a foreign body, if its 
lodgment has been of any duration, is generally 
evidenced by a unilateral purulent or sanguineo- 
purulent discharge, with nasal obstruction more or 
less marked on that side. 

Diagnosis.—-When the foreign body has been 
lodged for some time it is usually found to be 
partially surrounded by granulations, and a probe 
passed amongst these will, as a rule, have no diffi¬ 
culty in detecting it. The examination should 
always be made with reflected light, the nostrils 
being held open with a nasal speculum. 

In nearly all cases chloroform is advisable for 
such an examination: (1) because the child’s 
nervousness will be a great barrier to careful exa¬ 
mination ; and (2) even if the patient is good the 
parts around the foreign body may be very sensi¬ 
tive and swollen, so that probing is almost im¬ 
possible. 

The diagnosis of foreign body is rendered 
probable from the history and the unilateral 
discharge. An early case of ozaena would be 
characterised by the scabs and characteristic 
odour, whilst syphilis would be suspected where 
other evidences existed, and the discharge in the 
latter case is usually bilateral. 

Treatment .—If the child is of an age to under¬ 
stand that he will not be hurt, it might be advis¬ 
able to try and dislodge the foreign body by syring¬ 
ing up the sound side whilst the patient breathes 
rapidly through the widely open mouth. No force 
must be used. If this does not succeed, and the 
patient is intolerant of interference, chloroform 
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should be administered, the exact position of the 
foreign body ascertained by sight and probe, and 
then removed by means of Lister’s sinus forceps, a 
small sharp spoon or hook (e. g. a probe bent over 
at its end). It is advisable not to probe too freely 
at first, or the surrounding granulations may bleed 
freely, and render the rest of the search more 
troublesome than when care is used. 

71 . EMPYEMA OF TEE NASAL ACCESSORY 
CAVITIES. 

I have left this branch of the subject till last 


such disarticulation as to fully exhibit the antral 
cavities, frontal sinuses, and nasal passages, with 
their various relations. (Such an one may be 
obtained for about £2 5 s. from Tramond, 9, Rue 
de Tficole de Mddecine, Paris—page 4 of catalogue, 
“Tete Sci£e par sept Coupes,” etc.). 

A moist specimen should also be studied and 
compared with the dry one—many of the former, 
deserted by their rightful owners, you could find in 
the dissecting room ; and such a study would amply 
repay you, because many of the pathological con¬ 
ditions which we shall review are intimately con- 


Fig. 2. 



Inferior turbinate. 


Middle turbinate 
cut away. 


Infundibulum. 


Pocket. 

Ethmoidal cell openings. 

to antaum. 


Frontal sinus. 


because of its importance, and because of the 
complications and inherent difficulties which arise 
in dealing satisfactorily with it. A few years ago, 
except for the maxillary sinus, little was known of 
diseases of the nasal accessory cavities, but the 
amount of excellent work which has been done 
•during the past decade in the anatomy, pathology, 
and surgical treatment of diseases of the accessory 
sinuses alone justifies the existence of rhinology as 
an important branch of surgery. 

Before commencing the study of this department 
of nasal disease the student should provide himself 
with a skull cut in various sections, and capable of 


nected with the anatomical relationships of the 
parts involved. 

There are, as you know, four nasal accessory 
cavities on each side: 


1. Maxillary antrum.opening into middle meatus. 

2. Ethmoidal 

cells 


1 


3. Frontal sinus 
4 Sphenoidal sinus 


I anterior 
| middle 
k posterior J 




superior ,, 
middle „ 
sphe no-ethmoidal 
recess. 


I have classed the ethmoidal cells as an accessory 
cavity for convenience of classification ; there are, 
of course, many ethmoidal cells, the lateral masses 
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in particular forming a honeycombed structure, the 
cells of which are lined with a continuation of 
the nasal mucous membrane, and the p^rty-walls 
between them are comprised of very thin bone, 
deficient in certain spots, by means of which com¬ 
munication between the cells composing the 
labyrinth is effected. 

Now in looking into a nostril by means of a 
reflected light and a nasal speculum, the patient’s 
head being slightly tilted backwards, you will 
notice as a rule three structures: 


These three accessory cavities open by one or 
more small apertures into a curvilinear depression 
called the hiatus semilunaris on the outer wall of 
the meatus, and which is roughly shown in this 
diagram (Fig. 2). In order to see it the anterior 
half of the middle turbinate is removed, because 
in the natural condilion the semilunar depression 
is covered over by this portion of the bone. 

The openings from these sinuses being situated so 
near to one another, it is not difficult to under- 
I stand why they (the latter) are so often associated 


Fig- 3- 



• Pocket 
Middle turbinate 

Inferior turbinate 


Antrum 


Sinus 


Superior turbinate 


1. The septum nasi in the mid-line. 

2. The inferior turbinate below. 

3. The anterior end of the mid-turbinate above 
and farther back. 

Between the two latter is a cleft more or less 
marked, which is the middle meatus—an important 
region when purulent discharges are being con¬ 
sidered, because it is into this meatus Chat the 
maxillary antrum, the anterior and middle ethmoidal 
cells, and the frontal sinus open. 


in disease; e. g. if the maxillary antrum is dis¬ 
charging pus into the middle meatus, what is more 
likely than that any associated micro-organisms 
should find their way into the ethmoidal cells or 
by the frontal nasal canal into the frontal sinus ? 
The conditions are very favourable for such a 
course, for we have warmth, moisture, and usually 
very imperfect drainage. These anatomical rela¬ 
tionships are well shown in these two diagrams, for 
permission to use which I am indebted to Dr. 
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Filliebrown, of Boston, Mass., to whom credit is 
also due for having drawn attention to certain 
points in the anatomy of this region. 

You will notice that the infundibulum terminates 
at or in the antral opening, and that a fold of 
mucous membrane extends above the foramen 
forming a pocket, at the bottom of which is the 
antral foramen, the fold referred to being on the 
inner side (Fig. 3). Consequently a discharge from 
the frontal sinus would tend to fill the antrum 
before it began to run over into the nose, and 
so the antrum might easily act as a reservoir for 
discharge from the ethmoidal cells or frontal sinus 
without being itself primarily diseased. Again, 
Tilleaux has shown that if you inject water into 
a frontal sinus a considerable quantity of it flows 
into the corresponding antrum. 

Clinically we find these facts amply borne out; 
at the present moment I have four frontal sinus 
cases under treatment, in which it would seem that 
the maxillary antra are acting as reservoirs for the 
pus coming from above, viz. from the ethmoidal 
cells and frontal sinus. 

Pus in the middle meatus (unless in an acute 
suppurative inflammation of one of the sinuses) is 
nearly always associated with more or less granula¬ 
tions or polypi in this position ; the latter may be so 
large as to completely prevent nasal respiration, or 
only like large oedematous granulations filling the 
middle meatus ; in fact, it is highly probable that the 
latter are merely early stages of the former. 

Hence, given a patient with a chronic, purulent 
nasal discharge , which on examination is found to 
come from the middle meatus , the latter containing 
granulations or polypi , we may be practically certain 
that we are dealing with an empyema of 

1. Maxillary sinus, or 

2. Frontal sinus, or 

3. Ethmoidal cells. 

This may occur alone, or, as is frequent, in 
combination. 

Before saying anything about the diagnosis of 
accessory sinus suppuration let me say a word or 
two about its causation and symptoms ; and I 
will take the sinuses together because they are so 
often intimately associated with one another in the 
same morbid process. 

In the first place it must be remembered that we 
have to deal with irregular bony cavities lined by a 
mucous membrane continuous with that of the 


nasal fossae; these cavities communicate with the 
nasal chambers by small apertures, which in the 
case of the antrum and ethmoidal cells serve very 
inefficiently on account of their position for good 
drainage. 

The nasal mucous membrane is veiy liable to 
catarrh, and its continuity with the lining of the 
accessory cavities renders the latter prone to the 
same conditions by simple extension of the catar¬ 
rhal process. 

Hence we can easily imagine an acute nasal 
catarrh followed by a similar condition with 
retention of the secretions in the accessory sinuses. 
The frontal discomfort accompanying an acute 
“cold in the head” is due to the catarrhal in¬ 
flammation of the mucous membrane of the frontal 
sinus. 

These secretions under tension where drainage 
is inefficient may produce increased inflammation, 
and if certain micro-organisms gain access to the 
suitable medium thus provided suppuration may 
occur; it may be in the antrutn or only in a single 
ethmoidal cell. 

Hence, given a catarrhal condition of the mucous 
membraqe, such suppurations are not uncommon as 
a sequel of influenza, in syphilitic nasal lesions, in 
unsanitary surroundings, during convalescence from 
long illness, especially acute infectious disorders, 
and in the case of the antrum it is probable that in 
the great number of cases the microbial element is 
derived from the extension into the antrum of the 
septic matter arising from the root of a carious 
tooth, especially the second bicuspid and first or 
second molar, for, as you know, the roots of these 
teeth come very near to and sometimes perforate 
the antral floor. 

Having thus considered the subject of accessory 
sinus suppuration from a general point of view, we 
will now take them separately, and discuss each 
under the heading of symptoms, diagnosis, and 
treatment. 


Maxillary Sinus. — Symptoms.—{a) Discharge 
of pus from the nose .—This may be the only sym¬ 
ptom of which the patient complains, but as a 
general rule it is associated with more or less 
obstruction to nasal respiration owing to the 
presence of polypi and granulations springing from 
the middle meatus. 

The pus is sometimes foul-smelling, especially in 
chronic cases, and where carious teeth are present 
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on the same side. The patient complains of the 
smell, which is unnoticed by his friends, because in 
antral suppuration the olfactory region of the nose 
is free from disease; in atrophic rhinitis, you 
remember, the patient was quite oblivious of a 
smell which was almost unbearable to others. 

(b) Pain .—It has long been known, but too 
often forgotten, that supra-orbital neuralgia is 
common with antral abscess. It does not always 
occur, and I think its presence or absence depends 
entirely on whether there is a free exit of pus into 
the middle meatus or not. If the latter is blocked 
by large granulations, polypi, or a swollen middle 
turbinate, then pain may be present; if these are 
removed the patient may be freed from pain without 
dealing with the sinus itself. 

The supra-orbital headache is sometimes called 
“ brow* ague,” and I know of a case where a man 
who had lived abroad was treated for two and £ 
half years without any relief for this condition on 
the supposition that it was a malarial manifestation. 
He was, however, at once cured by having his right 
antrum drained of its pus. 

The constant swallowing of pus tends to produce 
indigestion, nausea, anorexia, etc., whilst the effect 
on the constitution generally is to deprive patients 
of any feeling of bien etre , whilst neurotic or highly 
sensitive individuals become depressed and unfit 
for their daily work.. . 

Diagnosis .—There are certain presumptive signs 
of antral disease, and one at least certain test of 
pus in this cavity. Under the former we may 
mention— 

(1) Intra-nasal appearances. If the pus seen in 
the middle meatus is mopped away, and the patient 
is told to hold his head between his knees for three 
to five minutes with the suspected side uppermost, 
reappearance of pus in the middle meatus strongly 
suggests antral disease. 

(2) In many cases a cushion Of mucous mem¬ 
brane is seen between the anterior end of the 
middle turbinate and the outer wall of the middle 
meatus. When pressed on by a probe a free flow 
of pus will often occur. I believe these appear¬ 
ances are pathognomonic of antral suppuration, the 
swelling being due to a periostitic inflammation in 
the neighbourhood of the uncinate process. I was 
once enabled to diagnose antral empyema from 
this sign alone, when no pus was visible in the 
meatus. The appearance, however, has been said 
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to be due to cleavage of the middle turbinate, but 
the fact that you cannot pass even a fine probe to 
the outer side of it disposes of such a suggestion. 

(3) Granulations always, and polypi in some 
cases, are constant concomitants of chronic antral 
disease. 

(4) Carious teeth. When these are present on 
the same side, and accompany any of the signs 
already mentioned, they afford additional presump¬ 
tive evidence that the pus proceeds from the 
antrum. 

(5) The certain test above referred to is ex¬ 
ploration of the antrum. 

This little operatioa is one which can be carried 
out without a general anaesthetic; it is almost pain¬ 
less, and its evidence is conclusive. 

A small piece of cottpn wool on a probe is 
dipped into a fen per cent, solution of cocaine, and 
passed betweeii Ahe anterior end of the inferior 
turbinate and the outer wall of the inferior meatus, 
and gently rubbed into the inner or nasal wall of the 
antrum, which is here thin. Having waited three 
to four minutes you take a Lichtwitz’s trocar and 
cannula (Fig. 4), and pass it in the same direction 
as the probe was passed; then supp^ting the 
patient’s head, steadily press the instrument flfrmly 
into the antrum—you can generally feel directly you 
pierce the antral wall. Now withdraw the trocar, 
leaving the cannula in positionfix into its proxi¬ 
mal end your rubber tubing attached to a syringe 
^qpt^jHing warm boracic lotion gr. x to % j, or warm 
salt solution, and then ‘gently compress the syringe, 
the patient meanwhile leaning over a basin and 
breathing through the mouth; if there is any pus 
in the antrum it is washed out and easily detectedr 

If there is no pus you have not hurt your patient, 
or robbed him of a useful tooth, and you know 
that you must seek elsewhere for the cause of 
discharge. 

Transilluminatian .—In this method a small in¬ 
candescent lamp is placed in the, patient’s mouth, a 
black cloth being held over his head to make the 
surroundings as dark as possible. The light is now 
turned on, and if the antra are healthy both cavi¬ 
ties are equally illuminated, and there is a light 
region below both orbits ; when one antrum con¬ 
tains pus the light below the corresponding orbit is 
absent, and the cheek is darker than on the sound 
side. Now sometimes one cavity is darker than the 
other when it is not diseased, and hence the test 
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is not quite reliable. If both sides of the face are 
equally’illuminated we conclude there is no pus ; if 
unequally illuminated, then the darker shadow is not 
necessarily (only presumably) due to pus. 

It must be clearly understood that the above 
tests, whilst they may conclusively prove the 
presence of pus in the maxillary antrum, do not 
preclude the possibility of the ethmoidal cells or 
frontal sinuses being concurrently diseased. 

Treatment .—Considerable difference of opinion 
exists as to what treatment should be recommended 
in chronic cases. The following is that which I 
generally adopt. The second bicuspid or first 
molar tooth, one of which is very often carious, is 


salt solution (5ss to Oss), others an alkaline anti¬ 
septic wash, such as can be made by the compound 
phenol soloids of Burroughs and Wellcome (one 
in three quarters of a tumbler of lukewarm water). 
Boracic lotion, Condy's fluid, sanitas, creolin i in 
500 to 1000, sulphate of zinc gr. ij ad 5j, all have 
their advocates, but the important thing is to irri¬ 
gate twice or three times daily at first; when the 
discharge lessens once daily, then every alternate 
day and so on, until an interval of a week is passed 
between consecutive irrigations ; if then there is no 
pus in the lotion after syringing, the case may be 
considered cured and the tube removed. A change 
of lotion is often advisable. 



removed and an opening is made into the antrum 
through one of the alveolar sockets by means of an 
antral perforator (Fig. 5). The antrum is washed 
out with a warm antiseptic alkaline lotion (the 
fluid returning from the corresponding nostril) and 
a silver wire drainage-tube (Fig. 6) inserted. This 
is generally retained at once by the swelling of 
the soft tissues. The patient is provided with an 
antral syringe, e. g. MacDonald's (Fig. 7), and 
should be advised to remove the small silver tube I 
morning and evening to wash out the antrum. 
The tube is now replaced, its function being 
mainly that of keeping patent the opening into the 
sinus. As regards the lotion some advise warm 


Occasionally you will meet with a case where 
there are no carious teeth, but well-marked signs 
of antral disease. It would be inadvisable to 
remove a sound tooth in order to gain access to 
the antrum, and in such a patient you would do 
better to perforate the sinus from the canine fossa, 
inserting a drainage-tube with a fairly wide collar, 
e.g. Heath's. The apposition of the upper Up 
will keep the tube from falling into the mouth. As 
a rule the trouble is to prevent the tube from 
slipping under the loose mucous membrane 
covering the canine fossa, and for this reason it is 
well to slide a small disc of caoutchouc or rubber 
dam over its outer end ; this can be removed in a 
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few days when the traumatic inflammation of the soft 
parts has subsided. One advantage of this mode 
of treatment is that if the patient forgets his 
syringe he can irrigate his antrum by holding the 
lotion between the teeth and cheek on the affected 
side, then by forcing the air from behind and com¬ 
pressing his buccinator in front the retained fluid 
is driven into the antrum and out of the corre¬ 
sponding nostril. 

In many cases such treatment will produce a 
cure in three weeks; in others, three months to 
three years may not see the cure complete, although 
always much amelioration is brought about in the 
amount and nature of the discharge. 

For these reasons some enthusiasts maintain that 
the irrigation method is “ retrograde,” and propose 
the radical operation as a first step in treatment. 

I entirely disagree, and for these reasons: 

1. Such a simple treatment has cured many of 
my patients and those of others. 

2. The treatment, after one or two visits, can be 
carried on for long intervals, if necessary, by the 
patient himself. 

3. It is very little trouble and is devoid of any 
danger, and in many cases the amount of pus 
secreted is so reduced that it does not incon¬ 
venience the patient. 

4. The radical operation does not cure all cases; 
it is a severe proceeding, necessitating about a 
fortnight’s confinement to the house, with all the 
inconvenience that this may mean. 

In every case, therefore, I feel it is right to give 
the patient the chance of getting well by the minor 
procedure, and I believe any one of us here would 
prefer the adoption of that course if he himself was 
the patient. 

Occasionally, however, we find that, in spite of 
the syringing and change of lotions, the discharge 
continues as freely as ever; the patient gets very 
tired of the treatment, and possibly cannot tolerate 
the discharge. These are the cases for the radical 
operation, not only for the reasons quoted above, 
but because it is generally found that such 
intractable cases are due to the antral cavity 
being filled by large unhealthy granulations, some 
of them as large as a horse-bean or even larger, 
added to which the ethmoidal cells (especially the 
anterior group) may also be similarly diseased. 

The radical operation consists in making an 
incision along the gingivo-labial fold, pushing the 


soft parts and periosteum off the anterior antral 
wall, removing a disc from the latter by means of 
a trephine or chisel and mallet, and then carefully 
curetting away all the unhealthy granulations lining 
the cavity. 

An opening is now made in the anterior part of 
the inner wall of the antrum into the inferior nasal 
meatus, and it is wise to remove the anterior half 
of the inferior turbinate a week before the major 
operation is performed, so that the opening referred 
to shall have free access into the nose and can be 
freely entered vice versd. Having thoroughly 
cleaned away all diseased mucous membrane the 
sinus is m.opped out with 1 in 500 perchloride of 
mercury lotion or 1 in 10 carbolic, and packed 
with iodoform gauze, one end of which is passed 
through the naso-antral opening and out of the 
| nostril. The periosteum and soft parts are now 
united by three or four horsehair stitches. 

When the pain and swelling of the cheek after 
the operation is great a warm glycerine of bella¬ 
donna fomentation is very valuable in relieving 
both conditions. 

In forty-eight hours’ time the gauze packing is 
removed by drawing on the end protruding from 
the nostril; the antrum is then syringed out 
through the nostril and naso-antral opening, the 
latter being easily accessible. 

Irrigation should be practised twice daily with 
suitable antiseptic washes as long as there is much 
discharge, even though this be merely mucoid in 
nature. 

There is sometimes considerable swelling of the 
cheek for a few days after the operation, but as a 
rule it quickly subsides, and the opening into the 
antrum from the mouth should heal by first 
intention. 

I have had some very excellent results from the 
operation, but, as already stated, I think we should 
reserve it for cases which do not improve under 
the simpler forms of treatment. 

(To be concluded.) 


Pulse as an Indicator of Puerperal Dis¬ 
turbances.— Torggler’s investigation substantiates 
the statement of Leopold that an alteration in the 
pulse-rate is the earliest and most sensitive indica¬ 
tion of puerperal disturbances, and equals, if not 
surpasses, the temperature curve as a diagnostic 
and prognostic guide. 

American Journ. of Obstet ., October, 1899. 
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A WEDNESDAY CONSULTATION 
AT ST. GEORGE S HOSPITAL. 


Mr. Bennett brought forward a male patient, 
aged fifty-six, who appeared to have been quite 
well until twelve months ago. His occupation 
was that of a labourer. He noticed some shoot¬ 
ing pains down his leg, which were treated for a 
time as “ rheumatics,” as such pains so commonly 
were. Three months ago, this pain having con¬ 
tinued, he noticed a lump of the size of an orange 
on the outer side of the hip, and this had since 
been increasing in size and the pain had become 
more acute. The patient had remained well in 
his general health, although he appeared to have 
a tendency to rheumatism/ As far as the man 
knew, he had received no injury. On the outer 
side of the hip was an apparently fluctuating swell¬ 
ing, larger than a cocoanut, rather tense and 
movable, the skin over it being free. The femoral 
artery was pushed forwards and inwards, and at 
first sight there appeared to be shortening of the 
limb, but actual measurement showed that the 
length was normal. Eversion of the limb, how¬ 
ever, was very marked. No crepitation or any¬ 
thing of that kind could be discerned. The dia¬ 
gnosis was not simple. The femoral artery was 
raised up on the swelling, and the question arose 
whether the case was one of hip disease in a 
man older than the subjects of that condition 
generally were, whether it was rheumatoid arthritis 
with the formation of a bursa, or whether it was 
nothing more than an effusion into a bursa on the 
outer side of the joint; finally, there was a possi¬ 
bility of sarcoma. There was rigidity, but the 
cause of that was not quite clear. It might be simply 
due to the swelling, which extended up under 
Poupart’s ligament, and the general aspect of the 
parts was rather indicative of the trouble being 
connected with the hip-joint. The spine appeared 
sound, and there was no evidence of abdominal 
trouble. At first sight the condition had the aspect 
of a “ Charcot’s joint,” but there was nothing else 
corroborative of that disease—vision was natural, 
the reflexes normal, etc. With regard to the 
treatment, although there was a possibility of the 
disease being of a rheumatoid nature, Mr. Bennett 
thought, on the whole, that it ought to be ex¬ 


plored, if only to find out what was the true state 
of things, and to deal with it as circumstances per¬ 
mitted. It might possibly be an abscess, which 
he thought not unlikely. He did not incline to 
the view that it was malignant, because the patient 
was well in his general health and had no appear¬ 
ance of cancer. If it were a growth, he thought 
it must certainly be a very soft one. His idea, 
however, was that it was fluid, and that it ought 
to be cleared out. 

Mr. Dent said he would certainly explore it, 
and was not averse to puncturing on the outer 
side as a preliminary step, as that might settle 
the diagnosis. He had a case of a huge tumour 
of the shoulder, which was thought to be Char¬ 
cot’s disease, but a single puncture revealed its 
real nature, which was that of a most malignant 
sarcoma. 

Mr. Bennett next showed a young man with 
a bad recurrence after an operation for the radical 
cure of hernia. The operation had been per¬ 
formed at another hospital, on February 24th of 
the present year—nine and a half months ago. 
No truss was worn after the operation, and 
the patient appeared to have done well. Three 
weeks ago, however, when he was straining, 
not very immoderately, the rupture suddenly reap¬ 
peared, and since that time there had been sc 
much pain and tenderness that the man was 
unable to do his work. His occupation was tha: 
of a seaman, which meant that he was sometimes 
subjected to a great deal of strain. The recur¬ 
rence was very extensive; in fact, the condition 
was, he said, far worse than before the operation. 
There was now great bulging of the abdominal 
parietes, and the operation necessary for the cure 
of the recurrent condition must be extensive, and 
might finally be unsuccessful. At the same time, 
Mr. Bennett hardly thought the patient could 
be left as he was. There was one very tender 
spot, and in the erect position the whole thing 
bulged very prominently. He did not know the 
nature of the operation which had been per¬ 
formed, but he concluded from the scar that it 
must have been one of those in which the whole 
abdominal parietes were very freely dealt with. 
It was an exaggerated case of recurrence, and 
although he looked upon it as an unfavourable 
case for further interference, he thought they were 
hardly justified in leaving the man in his present 
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condition, because the tenderness was so great 
as to prevent him wearing a truss with any com¬ 
fort. At all events, if the hernia could not be 
cured in the true sense, he thought that by careful 
operative management it could be reduced to a 
condition in which the truss could be borne with 
comfort and with safety. Therefore, with that 
reservation as to the question of true radical cure, 
he proposed, if his colleagues thought it right, 
to do an operation which at all events would 
improve the man considerably, although it might 
not finally leave him with the hernia cured in the 
true sense of the word, that is to say, in a state 
which would not require the use of a truss. 

Mr. Dent thought there was justification for 
interfering with such a case, but a man such as 
the present, with a tendency to stoutness, a person 
of the pot-bellied type (to use a not very elegant 
but very expressive term), was a very unfavourable 
subject for such interference; in fact, the condi¬ 
tion generally recurred in them. He thought all 
that could be promised the patient was that the 
hernia would probably be kept up by operation, 
plus a support of some kind. 

Mr. Bennett’s next case was that of a woman, 
apparently of middle age, supposed to be the sub¬ 
ject of duodenal or gastric ulcer. She had been 
in a poor state of health for some years, and had 
lately been getting weaker. Last May she had 
her first attack of acute pain, with vomiting, the 
pain being situated on the right side of the middle 
line, below the ensiform appendix, that is to say, 
the situation in which pain in duodenal ulcer 
generally occurs. She recovered from that attack, 
except that it left her anaemic, and she remained 
moderately well until September 18th, at which 
date diarrhoea commenced. Then she again had 
profuse haematemesis, and she also passed blood 
with her stools freely. Such was the history of 
the case. She came into the hospital shortly after 
this last attack of haematemesis and blood in the 
motions. She had been fed almost entirely per 
rectum since she had been in the hospital, but 
had recently been taking small quantities of pep- 
tonised food, chiefly milk, by the mouth. Her 
symptoms when she came in were very charac¬ 
teristic of those met with in duodenal or gastric 
ulcer. There was a little resistance in the region 
he had mentioned, with tenderness of a charac¬ 
teristic kind. She looked pale and ill, and her 


pulse was somewhat weak. Great improvement 
had occurred since her stay in the hospital, but 
still she was far from being in a satisfactory con¬ 
dition. The question now arose as to what 
should be done with the case. Clearly both the 
attacks of haemorrhage were of a serious nature, 
and there ought to be some rather gross lesion to 
provide the amount of blood which had appeared. 
Notwithstanding this profuse bleeding, however, 
there might, of course, be no actual ulcer. In 
view of the severity of the attacks, Mr. Bennett 
thought it was for the good of the patient that 
an exploration should be made, to see if there 
was any induration about the commencement of 
the duodenum or the pyloric end of the stomach, 
and, if so, to treat it exactly as one would treat a 
gastric ulcer, namely, involute the part and bring 
the peritoneum over it, for by so doing it appeared 
that a cure could be practically effected. He 
had, for example, had three cases of the sort, in 
which the result had been quite successful, one of 
them having occurred more than two years ago. 
On the other hand, it might be thought better to 
adopt the expectant line of treatment; in other 
words, to advise this poor woman to take care of 
herself, to pay great attention to her diet, and to 
generally give her instructions which she would 
find very difficult, if not impossible, in her station 
of life to carry out. His own feeling was that it 
would be well to explore, because, even if nothing 
were found, mere exploration in some of these 
cases is followed, for some reason which he could 
not explain, by complete relief of the symptoms. 
He was inclined to see what the condition of 
affairs was, and subsequently to deal with it as 
seemed best. The question was whether his col¬ 
leagues thought exploration should be carried out, 
or whether the expectant treatment was the more 
justifiable plan. 

Mr. Dent said it was difficult to give an opinion 
as to whether operation ought to be performed 
on the case immediately or not. Everything de¬ 
pended on the actual severity of the symptoms, 
which severity nobody could judge so well as the 
surgeon who had had the patient under care and 
observation. He quite agreed with regard to the 
benefit to be derived in treating these cases as 
if an ulcer had actually perforated, even though 
there had been no perforation. Such patients 
improved remarkably, and remained well for a 
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long time afterwards. He had in his mind three 
cases within a short time of each other—for they 
always came in runs. One of these—a perforating 
duodenal ulcer—was sewn up, and the patient 
did well. In the other two he explored, but did 
nothing further, but in both of them the ulcers 
seemed to have been completely closed up by 
adhesion to neighbouring parts. All the severe 
symptoms thereupon abated, and there could be 
no doubt the patients were improved by the opera¬ 
tion. With regard to such cases generally, he 
thought that when the surgeon had watched these 
patients sufficiently long, and it was borne in upon 
his mind that the time had come to operate, there 
was obviously nothing to be said against it. In 
the present case he would sanction an exploratory 
operation, for it might do a great deal of good. 
He thought the fact that the patient had had 
haematemesis was a little against ulcer being in 
the duodenum. 

Mr. Bennett then brought up a boy, whom 
he thought those present would remember as an 
old friend, as he had been in the theatre on 
several occasions. The patient was born, as he 
had previously told them, a seven months child, 
without any anterior abdominal parietes excepting 
some transparent material which looked like wet 
tissue paper, through which the whole abdominal 
contents could be clearly seen. It was thought 
impossible that the boy could live more than a 
few hours; the parietes, however, grew over on 
each side, and left him with a good, sound abdo¬ 
minal wall, as they saw he now possessed, except 
that he had a patent urachus. The child was 
necessarily very delicate in the early part of his 
life, which precluded any active measures of treat¬ 
ment ; indeed, there seemed no justification for 
such, because no obstruction to the flow of urine 
from the urethra could be made out. About the 
beginning of the present year, evidence of obstruc¬ 
tion to the flow of urine from the urethra was 
clear. Mr. Bennett concluded that the obstruc¬ 
tion was probably due to stone, which upon in¬ 
vestigation proved to be the case; a supra-pubic 
cystotomy was therefore performed, and the stone, 
which lay in the neck of the bladder, was re¬ 
moved. In spite of the removal of this obstacle 
there was no further tendency to closure of the 
abnormal opening at the umbilicus. The passage 
remained very free, so much so that if a flexible 


catheter were passed down the urethra it readily 
travelled onwards until its point came out at the 
umbilicus. 

The object of the consultation was to decide 
what should be done. There was certainly no 
inclination on the part of the patent urachus to 
close. In saying that the urachus was patent Mr. 
Bennett stated he did not mean that it was a 
narrow tube which would only admit a No. 8 or 
a No. io catheter, for it was in this case a wide 
channel, a mere continuation of the bladder; the 
whole thing, in fact, between the umbilicus and 
the urethra was a receptacle of an hour-glass 
shape. It was well known that such cases were 
some of the most difficult to deal with in con¬ 
ditions affecting the urinary organs. All he had 
to propose was the making of an abdominal sec¬ 
tion, to see if it were possible to shut off the top 
of the bladder from the opening at the umbilicus. 
It would be an extremely difficult business, it 
would be very likely to fail, and it would be asso¬ 
ciated with a certain amount of risk. At the 
same time it was impossible to leave the boy to 
go through life in his present condition without 
making an attempt to improve it, because not 
only did the urine come away freely at the umbili¬ 
cus, but it constantly became very foul and some¬ 
times cpntained blood. Therefore, with the ap¬ 
proval of his colleagues, he proposed to do what 
he had just suggested. 

Mr. Dent said the point he had in his mind 
was rather what could be dealt with lower down. 
If the bladder was pear-shaped, With the stem 
upwards, there might be some chance of dealing 
with it. At any rate he thought an attempt 
should be made. It was not unlike a case of 
extroverted bladder, and existence to the patient 
must be almost intolerable, and would grow so 
more and more as life progressed. Again, calculi 
would be perpetually forming in that urachus, 
causing no end of trouble. In the present patient 
there was serious trouble connected with an at¬ 
tempt to cure the bladder, because the greater 
part of the viscus was probably not covered with 
peritoneum; therefore there was not a good 
chance of closure. He would be inclined to re¬ 
commend an abdominal section, and his hope 
would be that he could find some portion of the 
bladder which he could deal with by plastic 
operation within the belly. It was the kind of 
operation which might fail, but as the boy had 
previously shown such remarkable powers of re¬ 
covery it should be tried. 
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WHEN TO OPERATE IN CASES 
OF INFLAMMATION OF THE 
APPENDIX. 

Three Clinical Lectures by 

C. MANSELL MOULLIN, M.D.Oxon., F.R.C.S., 

Surgeon and Lecturer on Surgery at the London 
Hospital. 


Lecture I. 

I have chosen this subject for my clinical lecture 
to-day partly because of its intrinsic importance, 
for you will find when you begin practice that 
inflammation of the appendix is an exceedingly 
common and very serious complaint, and partly be¬ 
cause there has recently been a number of cases 
operated upon in our wards, many of them o»* 
unusual interest. I do not intend, however, to con¬ 
fine myself strictly to these. I think it will be more 
profitable if I extend my survey and supplement 
my account of those which you have seen here by 
that of some others which have not occurred in 
hospital; for there are many cases of inflammation 
of the appendix so trivial in character that you 
never meet with them in the wards (though they 
do occur in the out-patient department), and many 
others of which it is, most unfortunately, the 
exception to meet the early stages. They are only 
brought under our notice when the disease has 
already lasted several days, and when they are 
already in a position of the very gravest peril. 

There is no occasion for me to enter into any 
long account of the pathology of inflammation of 
the appendix, but there are some few points which 
I should like to mention, as it is in the highest 
degree important to refer the clinical phenomena 
in each case as far as possible to their pathological 
origin. Only thus can we frame for ourselves 
clear ideas as to when an operation should be 
performed. 

Leaving aside these comparatively rare instances 
in which the cause is some specific organism, such 
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as the typhoid or the tubercle bacillus, and con¬ 
fining myself strictly to first attacks, it may be 
laid down as a definite maxim that the inflamma¬ 
tion is always caused by an irritant acting upon the 
mucous surface. In certain rare instances it is 
possible that this irritant may be a mechanical 
one. By and by I will give you the particulars 
of a case in which the cause was a grape-stone 
lodged in the appendix, but this is very excep¬ 
tional. Foreign bodies are not found in more 
than one or two per cent, of the cases. Nearly 
all the plum-stones and date-stones which used 
to be described are merely faecal concretions, 
mixed with a varying proportion of salts of lime 
deposited by the inflamed mucous membrane; 
and although they may play an important part in 
second attacks, they can have nothing to do with 
the first. In the vast majority of instances they 
are the consequence and not the cause. It must 
be borne in mind, moreover, that even when there 
is a mechanical cause present, it is by no means 
certain that it is the sole or even the most important 
agent. There may be, and probably there are, 
other causes working with it and helping it, with¬ 
out which it would be capable of little more than 
superficial irritation. 

Much more frequently the irritant is a chemical 
one, arising from some process of fermentation 
beginning in the caecum. There is abundant evi¬ 
dence to prove that, in a large proportion of in¬ 
stances, the first outbreak of inflammation is the 
direct result of what is called an attack of indiges¬ 
tion. And this is especially likely to occur if exer¬ 
cise is taken or any sudden exertion made during 
the course of the attack. This combination of exer¬ 
cise and indigestion seems to possess an unusual 
power of causing inflammation in this region. 
Fermentative changes are set up in the contents 
of the caecum. Inflammation of the mucous mem¬ 
brane follows; this spreads to that which lines 
the appendix. The mucous membrane becomes 
congested and swollen. The exit into the caecum 
is narrowed, perhaps even occluded for a time, in 
much the same way that the Eustachian tube 
becomes blocked when inflamed, and the distal 
end of the appendix, with the fluid which it 
secretes, is shut off from the rest of the intestine— 
a condition which is, above all others, favourable 
to the growth in number and in virulence of the 
bacteria which swarm in the bowel. The question 


is not one of mere constipation. Unless this is 
carried to such an extreme degree as to cause 
stercoral ulceration of the caecum, the mere collec¬ 
tion of faeces does not appear to be sufficient. 
Chemical changes must be present as well. I need 
scarcely remind you, in proof erf this, that unless 
the attack of constipation has lasted a very long 
time, and the colon is loaded with scybala, the 
faeces in the caecum are liquid. Nor need I 
mention that while constipation is so common as 
almost to be the rule in middle-^ged w'omen, in¬ 
flammation of the appendix is not nearly so fre¬ 
quent among them as it is among young men, who 
are much less troubled in this way. 

But while mechanical and chemical causes may 
give rise to a certain degree of inflammation, in¬ 
volving the mucous membrane of the appendix, 
there can be no question that in all the graver 
cases the real agents are the organisms inhabiting 
the bowel. Mechanical and chemical causes may 
assist and prepare the way. There is abundant 
evidence to show that they do this partly by in¬ 
juring the tissues, partly by increasing the viru¬ 
lence of the germs; but the real cause of the 
danger is the organisms, and nothing else. It is 
they which invade the wall of the appendix and 
spread to the peritoneum and set up septic in¬ 
flammation. They are the cause of the abscesses 
and the suppurative peritonitis which so fre¬ 
quently follow. There may be merely superficial 
ulceration; or there may be gangrene of part or 
even of the whole appendix, with peritonitis of 
every grade, from the presence of a few adhesions 
to infection of the whole peritoneal cavity; there 
may be rapidly fatal septic absorption, due to the 
toxins formed by these organisms being carried off 
by the lymphatics; or there may be true pyaemia, 
affecting the portal system. Whatever the form 
the disease takes, the organisms which inhabit 
the intestine are the immediate cause of all the 
graver consequences with which we have to deal. 
This, above all, is to be borne in mind. 

Such, gentlemen, in very brief outline, are the 
pathological changes which are present in greater 
or less degree when the appendix becomes in¬ 
flamed. It rests with us now to examine the 
history of the cases we have seen, and to try and 
form some opinion from the clinical symptoms 
they present, as to the stage which has been 
reached in each case, and as to the time when 
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what is called expectant treatment—waiting upon 
events instead of forestalling them—should be 
abandoned and the facts faced boldly. 

Passing these cases in review, and as far as 
possible dividing them into groups, there is one 
class which stands fairly well by itself, and which 
I propose to deal with first,—one which is charac¬ 
terised by very slight attacks of frequent re¬ 
currence, causing severe pain for a few hours, but 
not accompanied by the presence of a tumour. 

That case which I have already mentioned, the 
one in which there was the very exceptional fea¬ 
ture of a grape-stone in the appendix, is an in¬ 
stance in point. The patient, who was in hospital 
a few months ago, was a well-built man, about 
thirty years of age. For some months past he 
had been subject to severe attacks of pain in the 
umbilical and right iliac regions, coming on at 
very irregular intervals and lasting for some hours. 
Sometimes they were so severe that he had to 
leave off work and lie down. Generally they were 
not so bad as this. Sometimes they came on 
without apparent cause; more frequently they 
appeared to be due to exertion. The bowels 
acted with fair regularity. He occasionally suf¬ 
fered from indigestion and constipation, but they 
did not appear to have any close relation to the 
attacks of pain of which he complained. 

On examination, the muscles over the right 
iliac region were distinctly rigid, but no tumour 
could be made out by palpation, even when he 
was under an anaesthetic, and there was no dulness 
on percussion. The skin was very sensitive. Deep 
pressure was very painful. McBurney’s spot was 
well marked, but the appendix itself could not be 
felc. There was no fever. The bowels acted well, 
and nothing could be felt per rectum. On open¬ 
ing the abdomen the appendix was found to be 
free from adhesions. The peritoneum covering 
it did not appear to be any thicker than normal. 
The appendix was not twisted or distorted in any¬ 
way, and the mesentery was apparently normal. 
In the interior of the appendix, however, there 
was a hard body, freely movable, and this, on 
being examined, proved to be a grape-stone with 
a small quantity of fecal matter adherent to it. 
This had given rise to a certain degree of inflam¬ 
mation of the mucous membrane, for it wa's 
thickened and appeared more vascular than 
natural, and this inflammation recurring at regular 
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intervals had apparently caused the symptoms. 
With the removal of the appendix they disap¬ 
peared completely. 

Another case which may be compared with this 
was that of a young lady, twenty-two years of age, 
who had for a long time suffered from attacks of 
a similar character. Dancing w r as almost certain 
to bring one on. Lawn tennis was almost as bad, 
and as she was exceedingly fond of exercise and 
of games of all kinds, this was the source of very 
great annoyance. The attacks did not last more 
than a few hours. If she lay down at once, they 
rarely lasted more than three; but the pain, espe¬ 
cially at first, was very acute. They were more liable 
to occur during the period, or if the bowels were 
allowed to become confined, but they frequently 
occurred independently of these conditions. There 
was never any tumour. The right iliac fossa was 
very tender while the attack lasted, and remained 
so for some days afterwards. McBurney’s spot 
was well marked, and even when the general 
tenderness had gone, percussion was always felt 
more acutely over it than over the corresponding 
spot upon the opposite side. In the intervals be¬ 
tween the attacks the appendix, or what was taken 
for the appendix,—for there are many sources of 
fallacy,—could be felt indistinctly rolling under 
the fingers when deep pressure was made. When 
the abdomen was opened the appendix was found 
lying in a vertical direction, rather behind the 
caecum. It was almost straight, without any 
marked kink or bend. The peritoneum and the 
mesentery were perfectly normal in appearance, but 
the appendix itself was thickened and the mucous 
lining swollen. Evidently it had been the seat of 
frequent congestion, if not of inflammation. The 
length of the appendix, however, was the most 
striking feature. It measured upwards of eight 
inches,—nearly twice the normal size,—so that 
the mesentery which supplied it had to be liga¬ 
tured in sections; and in the absence of any 
other reason that could be discovered for these 
attacks, it seems probable that this, combined with 
the relation which the appendix bore to the psoas 
muscle was the chief, if not the sole cause. 

These cases are often described as appendicular 
colic—a condition which has not yet been proved 
to exist: Tt is'vety dcuLtful if the appendix is 
capable of" Oolic. Tn my opinion, they are mild 
attacks of inflr r miiation,. affecting the mucous 


Digitized by 


Google 




100 The Clinical Journal.] MR. TUBBY—INFANTILE PARALYSIS. [December 6,1899. 


membrane chiefly, if not entirely. In all of those 
upon which I have operated there was distinct evi¬ 
dence of this. But whether it is right to speak of 
these attacks as due to catarrhal inflammation I am 
not prepared to say, nor am I prepared to say that 
bacteria do not take a part in their causation. I 
can only say that if they do take a part, they do 
not penetrate in sufficient number into the deeper 
layers, much less to the peritoneal coat, to give 
rise to any definite pathological changes. There 
may be peritoneal congestion and hyperaemia, 
giving rise to tenderness and pain, but there are 
no adhesions and there is not of necessity any 
permanent thickening left. 

So far as the treatment of these cases is con¬ 
cerned, I may dismiss the question of operation 
with a very few words. Slight cases are exceed¬ 
ingly common, so slight that very often a medical 
man is never consulted for them; but if it be¬ 
comes evident from their returning two or three 
times, at comparatively short intervals, that there 
is some cause for them which is permanent, 
whether they are brought on by exercise or indi¬ 
gestion, there can be no question that the ap¬ 
pendix should be removed. It is not possible to 
say what the consequences would be, if it were 
left. They may be mild, and never cause more 
than inconvenience and discomfort. But there 
is no proof that they will continue mild. The 
very next attack may end in perforation or gan¬ 
grene. 


A Peculiar Case of Tetany.— Dr. F. Warren 
White (‘ Boston Medical and Surgical Journal,’ 
November 2nd) reports a case of tetany occurring 
in a boy three years and a half old, in Boston. 
The features of special interest in this case were: 
(1) The limitation of the spontaneous contracture 
to the feet, which was rare, as the spasm almost 
always involved the hands, often the hands and 
feet at the same time. (2) The continuous 
character of the spasm, which was distinctly less 
common than the paroxysmal sort. (3) The short 
duration of the attack and the lack of any re¬ 
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THE SURGICAL TREATMENT OF 
INFANTILE SPASTIC PARALYSIS. 

Being the opening remarks of a Discussion at the Meeting 
of the British Orthopaedic Society, October 28th, 1899, 
By A. H. TUBBY, M.S., F.R.C.S., 

Surgeon to the Westminster and National Orthopaedic 
Hospitals. 


The term infantile spastic paralysis includes infan¬ 
tile hemiplegia and infantile paraplegia. It is 
also known by the name of Little’s disease, having 
been first described by him in 1843. It has more 
recently been investigated by Dr. Sarah McNutt. 

It is of Importance to recognise the conditions 
which give rise to this affection, as success in 
treatment depends largely upon a knowledge of its 
causation. Its causes are as follows:—meningeal 
haemorrhage, either at birth or in infancy and 
early childhood, embolism and thrombosis, and 
certain congenital defects. Meningeal haemorrhage 
sometimes occurs in labours prematurely induced 
on account of the narrowness of the pelvis, and 
in tedious deliveries at full term either with or 
without instruments. The haemorrhage may be 
either the result of direct pressure from forceps, 
or be of the same nature as the haemorrhage into 
the scalp, and known as cephalhaematoma. If 
the case be one of breech presentation, it is stated 
by Dr. McNutt that the haemorrhage occurs on 
the vertical aspect of the cerebral convolutions; 
and if it be a head presentation, the haemorrhage 
is frequently at the base; but this expression of 
opinion is not wholly accepted by other authori¬ 
ties. Meningeal haemorrhage also occurs in in¬ 
fancy and childhood in the course of the violent 
expiratory efforts of whooping-cough. In such 
cases the blood is diffused on the surface of the 
brain, and is effused into the cerebral substance, 
which is damaged to a considerable extent. Ob¬ 
servations on fatal cases have shown that the 
haemorrhage is often bilateral on the surface, and 
extends freely into the great median fissure; in 
fact, the blood-clot is greater in the fissure and its 
neighbourhood than elsewhere, hence the fre¬ 
quency with which the leg centres are affected. 

[ | Occasionally embolism, the result of endocar¬ 
ditis, and still more rarely thrombosis, in the 
njquc^e of wasting diseases of infancy, give rise to 
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infantile spastic paralysis. It is also often asso¬ 
ciated with such developmental defects as porence- 
phalus and microcephaly. There is not sufficient 
pathological evidence to show that primary lateral 
sclerosis in the spinal cord ever occurs in children. 

When haemorrhage takes place on the surface 
of the brain, blood is also effused into the under¬ 
lying cerebral substance, which is partially or 
entirely disintegrated, and then at the site of the 
lesion a cicatricial process goes on, resulting in 
sclerosis. Convulsions occurring during the stages 
of haemorrhage and sclerosis and spasmodic move¬ 
ments of the limbs are commonly seen. It is 
probable that ;a cessation of convulsions indicates 
the termination of the cicatricial sclerosing pro¬ 
cess, and it is important to wait for this stage 
before considering the question of surgical treat¬ 
ment. 

The symptoms of infantile spastic paralysis may 
be classed as early and late. The early symptoms 
are—Firstly, convulsions, which frequently recur 
at intervals of varying length, but in many cases 
eventually disappear. Secondly, paralysis and 
rigidity of the muscles of the limbs, and occa¬ 
sionally paralysis of the muscles of the trunk, the 
neck, and the throat are observed. Thirdly, the 
reflexes are exaggerated. Fourthly, anaesthesia is 
generally absent. The later symptoms are per¬ 
sistent rigidity and athetosis of the limbs, the 
nutrition of which is considerably interfered with. 
Not infrequently the limbs are shortened and 
smaller than is natural; in some severe cases they 
are blue and cold. Authorities differ as to the 
exact incidence of the disease in the limbs; some 
believe that it is more common to see both legs 
affected (infantile paraplegia); others think that 
hemiplegia is more frequent; while yet others, 
again, are of opinion that affection of all four 
limbs is the commonest occurrence of all. Rarely 
both arms { ate ,affected, the legs escaping, and 
occasionally, ope*ann nnly. j, , 

. The posi^n : of,,the limbs is quite typical in. the; 
case of the upper extremity: the forearm 
flexed at . the elbow * and f strongly pronated ;• the; 
wrist, and . flng££S are ] flexed,, and the thumb. is 
. firmly flex^d ^nd adductedrin^o the palm,,: In, the 
case of ti\e ^vw^ejctremUy fchje^limbt is adducted, 
flexed at hip,and* knee*-.With; the fo<at extended* and; 
,firra conttacdon of ; the.tepdo AjChilJjs can be felt.; 

: The contacted* state of the muscles 1 and. tendons 


passes after a time into one of structural shorten¬ 
ing, known as contracture. 

When both limbs are affected there is much 
difficulty in separating the two limbs, and the 
patient has the typical spastic adduction gait. 
Many of the children have strabismus. 

The mental condition of these children should 
be carefully considered; it varies from a slight 
deficiency in some respects to absolute idiocy. 
Putting the idiots aside for a moment, I have 
noticed that these children can be arranged in 
two classes—the placid and the restless or irri¬ 
table. The placid children are often bright men¬ 
tally, and of a happy lovable disposition^ but some 
are extremely dull, yet quite happy. The restless 
children are often mentally quick in certain direc¬ 
tions, but are mischievous and subject to sudden 
uncontrollable fits of passion. They often exhibit 
spasmodic movements of the limbs and are im¬ 
patient of guidance, and occasionally dirty in their 
habits. 

The diagnosis of infantile spastic paralysis 
should be made from obstetrical paralysis, which 
usually affects one nerve, the facial nerve, or a 
group of nerves, such as the brachial plexus; and 
from congenital contractions such as torticollis, 
talipes equino-varus, which ought not to be con¬ 
founded with spastic paralysis. 

The prognosis must be considered in the light 
of the mental condition and of the limbs. In all 
cases except absolute idiots there is a varying 
tendency to improve mentally. Speech, though 
long delayed, is acquired about the eighth or ninth 
year, and the child is capable of learning in cer¬ 
tain directions. In many instances, however, the 
memory is only visual, and the child is incapable 
of abstract mental processes ; hence the difficulty 
often seen in these children of teaching them 
arithmetic without the aid of external objects. 

Physically, if the limbs are* but slightly affected, 
improvement often sets in, and a considerable 
amojunt reqoyery ^kes, plaee Vv If the limbs >are 


more profoundly affected*- and contractures have 
:r j5£t : un, but little can; bft done for them except by 
surgical means*. , ;. Jt r >->/ [r 

• Treatment*- r-iThe treatment may : bej described as 
, general and surgical / _. v ' w a a 

... The general treatment coqsists.olthe avoidance 
of drugs, suitable mental and physical training, 
rand,-teaching the .child' to acquire, if;possible, the 
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movements in which the limb is defective. In 
the case of affection of one arm, it is often helpful 
if the sound arm be bound up, and the child be 
encouraged to use the affected arm. Rhythmical 
movements, such as playing the piano, are often 
of service, but there are many cases in which such 
simple treatment is of comparatively little value. 

The surgical treatment is either operative or 
instrumental, or these combined. But before de¬ 
scribing surgical treatment I should like to indi¬ 
cate when surgical methods may or may not •'be 
undertaken. They may be entertained—(i) if the 
child is not entirely idiotic; (2) if the limbs are 
not completely paralysed and wasted; (3) if no 
convulsions have occurred recently. I take it that 
it is little use attempting to rectify contractions if 
the sclerosing cerebral process is still going on, 
and I venture to think that the occurrence of 
convulsions is a valuable sign in this direction. 
If the attempt be made with a history of recent 
convulsions, there is' no doubt there is consider¬ 
able danger of relapse in the affected limb, and 
so surgical measures are brought into discredit. 

Another indication for surgical treatment is 
(4) total incapability of walking. It is most 
important to secure the co-operation of intelligent 
parents, who understand that the after-treatment 
will be of long duration, and will require much 
care and patience. 

Among the other inducements for undertaking 
surgical treatment is the disposition of the child. 
A child that is amenable and tractable, bright and 
receptive, will often take an interest in his pro¬ 
gress after an operation, and materially assist 
matters; but the restless, irritable children bear 
any kind of restraint badly, and. will not easily 
tolerate splints or apparatus. Idiotic children 
and those the subject of fits and convulsions, are 
best left alone. Nor should any case be under¬ 
taken unless it can be watched for a long time 
afterwards, and be quite certain of receiving in¬ 
telligent and patient care on the part of its parents. 
Cases due to microcephalus are.hopeless. 

The good results of efficient surgical treatment 
in suitable cases are abundantly evident; not only 
is the child enabled to walk with comfort and to 
use his hands with freedom and precision, but 
there is at once a more rapid development of the 
mind. 

I have little or no doubt myself, that the im¬ 
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proved powers of locomotion and the addition 
to the functions of the body generally, following 
the more free use of the limbs, reacts most 
beneficially in stimulating the functional develop¬ 
ment of cerebral centres, for it is quite certain 
that cases improve mentally after surgical treat¬ 
ment at a much greater rate than previously. The 
increase in the range and precision of bodily 
movement carries with it a corresponding increase 
of mental perception and initiative. Another 
point is to be noted, that when the tendons of 
contracted muscles are divided, the spasmodic 
movements in the limb gradually subside, and the 
child becomes less restless in mind and body. 

Surgical treatment may, as has been previously 
stated, be either instrumental or operative. With 
regard to instruments, this may be said, if they 
are applied with the object of counteracting spasm 
and contraction, they are valueless and harmful, 
for the moment they are left off the spasm returns, 
and while they are on they cause discomfort from 
pressure and chafing, and reflexly increase the 
local contraction and mental irritability. They 
are, however, of value after an operation, when 
the contracted muscles have been divided, to 
retain the limb in the desired position during the 
union of tendon. 

Active surgical treatment is of two kinds—teno¬ 
tomy and muscle grafting. It is a somewhat 
astonishing fact, from a surgical point of view, 
that our medical confreres are opposed to surgical 
interference in these cases. One is even astonished 
to find, too, that some surgeons will tell patients 
that nothing, can be done for these cases, and 
their only refuge is the instrument maker. The 
attitude frequently adopted by physicians may 
be illustrated by a quotation from Sir William 
Gowers in the 1888 edition of i Diseases of the 
Nervous System. 1 He says, “ The tendo Achillis 
is sometimes divided for contraction of the. calf 
muscles in infantile spastic paralysis, but the 
operation is useless, and ought never to be per¬ 
formed.” 

It may be asked, in what way does tenotomy 
benefit these children? It seems to me that the 
following suggestion may throw some light on the 
matter. The condition erf a given muscle depends 
probably upon a tonic, centre in the grey matter 
of the spinal cord, this centre receiving afferent 
impulses from end-organs in the muscle and 
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tendon in addition to those from the skin. These 
end-organs in the muscle and tendon are stimu¬ 
lated by the state of tension of the muscles and 
tendon, and afferent impulses pass thence to the 
tonic centre, whence efferent impulses pass down 
again to the muscle and tendon. Therefore the 
greater the spasm in the muscle, the more power¬ 
ful are the impulses passing to its tonic centre, 
and the more powerful are the efferent impulses 
referred back to the muscle. That is to say, there 
is a vicious circle of reflex action, which can be 
interrupted by section of the tendon and diminution 
in the tension of the affected muscle and tendon. 

Now, to take the simplest case of deformity, 
namely, spastic contraction of the calf muscles 
with some degrees of equinus, this can and should 
be at once benefited by section of the tendo 
Achillis, and placing the foot in its proper posi¬ 
tion in plaster of Paris, and keeping it so for six 
weeks. 

As a rule, I have no special preference for 
plaster of Paris in orthopaedic work, but in this 
particular condition of affairs it is most useful, 
because it keeps the parts absolutely quiet, and 
thereby neutralises the harmful effects on the 
union of tendon of the spasmodic movements in 
the limbs, which are sometimes present in these 
cases. It is well, therefore, to carry the plaster 
above the knee to the middle of the thigh, after 
section even of the tendo Achillis. As a result 
of the continued spasmodic movements of the leg 
muscles for two or three weeks after section of the 
tendo Achillis, I have known some degree of talipes 
calcaneus to follow, owing to lengthening of the 
band of union of the severed tendon. 

Now, taking the more severe cases in which the 
thighs are flexed and adducted, the knees flexed 
and the heels raised, that is the typical adductor 
spastic gait, the procedure is as follows: —the 
tensor vaginae femoris and the sartorius and the 
adductors are freely divided at the hip, and weight 
extension is applied until the thigh can be brought 
flat to the bed without producing any lordosis; 
this requires about six weeks. At the same or at 
a later operation the contracted hamstrings and 
shortened bands of deep fascia about the back of 
the knee are severed. It is preferable to operate 
at the knee by open incision made horizontally 
from condyle to condyle at the back of the joint, 
thereby all contracted fascial and tendinous struc¬ 


tures are seen and divided at once, and no danger 
accrues to the important vessels and nerves. 
Should the posterior ligament of the knee-joint 
be contracted, a weight extension applied for six 
weeks or less overcomes the shortening. The 
next procedure is division of the tendo Achillis, 
and plaster, from the sole of the foot to above the 
knee, should be applied for six weeks. It may 
be asked, why are not the contracted structures 
divided in the reverse order, at the heel first and 
then at the knee and hip? It is not advisable to 
do this, because it is not possible to properly 
appreciate the position* which the knee should be 
made to assume after the operation until the 
hip is properly extended, nor can the length of 
the band of union required in the tendo Achillis 
be correctly gauged until the knee is straightened. 

The limb has now been placed in a normal 
position, and it is necessary to retain it there, and 
now the value of apparatus is evident; but 
gradually instruments may be discarded and the 
patient taught to walk without instruments and 
without deformity. 

As to the question of relapse, there is no doubt 
that it does occur sometimes, and in cases which 
have not been carefully selected for operation; but 
generally it is due to leaving off retentive ap¬ 
paratus too early, and must therefore be effectively 
guarded against. 

With regard to tenotomy in the upper extremity, 
it has not, in my experience, been found of lasting 
value in the forearm and wrist, but there can be 
no doubt that various modifications of the opera¬ 
tion of tendon grafting will be of service in a case 
of contracted forearm and hand; in fact, attempts 
have been already made in this direction. I have 
performed operations which consist of separat¬ 
ing the pronator radii teres from its attachment, 
passing it round the back of the radius, and rein¬ 
serting it so that it is no longer a pronator but a 
supinator. The flexor carpi radialis is also 
divided at the wrist, together with the superficial 
tendons of the fingers, and, in severe cases, the 
deep tendons of the thumb and fingers. The 
principles guiding the operation are— 

(1) That the flexors and pronators, groups of 
muscles arising both from the internal condyle, are 
those which are contracted. By dividing the 
flexors excessive flexion is diminished, and, at the 
same time, much of the pronating force is lessened. 
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(2) Subtraction is made from pronation, and 
addition is made to supination. In future I 
shall not be content with dividing the flexor carpi 
radialis, but shall also bring it round the back of 
the radius, and so add further to the power of 
supinators. 

As an example of the value of surgical interfer¬ 
ence, I might allude to the following case. A 
little girl, aged nine, was sent to me by Dr. Lang- 
don Down on January 27th, 1898. She was born 
prematurely at the seventh month, and was a 
very small infant at birth, but subsequently grew 
rapidly. When she was about thirteen months 
the mother says the child was thrown out of a 
perambulator, and after that had convulsions, but 
the history of the accident seems to be indefinite. 
The first set of convulsions lasted seventeen and 
a half hours. The fits recurred once every three 
days for a week, and then at longer intervals. She 
was taken to the late Dr. Langdon Down, and has 
been continually under his care and that of Dr. 
R. L. Langdon Down until now. The convul¬ 
sions recurred from time to time, and generally 
came on at night, but did not last latterly for more 
than a few minutes. For the past four months 
the child had had no convulsions. The child 
appeared to me to be a fairly intelligent child, 
with some impediment in speech and external 
strabismus. She was entirely unable to walk by 
herself,—in fact, she never had walked alone. The 
legs were in a typical adductor spastic position, 
so severe that she had no power to balance herself 
in any way. The child was subject to great fits 
of passion, and had imperfect control over her 
urine. After explaining the possibilities of opera¬ 
tion the parents gave their consent. The child 
was placed under chloroform, and the adductors 
of the thigh, the sartorius, and tensor vaginae 
femoris were divided, and then weight-extension 
was applied for six weeks. Subsequently the 
knee and foot were operated bn. This treatment 
was he^un in February^i^S, .andonMayi 6th 
of th^ same y^r ijt, wa^ not^d.qqyld w^k $eil 
in ^instruments, wnergas sbeHad. never be^n able 
to walk before. 'Tbe improvement Has b^en‘con¬ 
tinuous, botli 'mefltalfy bhd^' pfiyrfeall£; the fchild 
is now brighter^ less passionate, ' quite 1 cSleaii in 
her.tobits, alhd more.jfolmsi. n , n. - > ; - :; r; 

{The ; happy results. of operating, or\ thefo rearm 
and Hand have been alluded to in an article by the 
Writer in 1 the ^ British 'MtdiCaT Journal/' A’ugiist 
19th, ^899.] .. . ! : ) . f : 
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Empyema of the Frontal Sinus. —Before dis¬ 
cussing this condition let me ask you to bear in 
mind a few points in connection with the anatomy 
of these cavities. (For fuller details vide author’s 
article, ‘Lancet,’ September 26th, 1896.) 

The frontal sinuses develop about the seventh 
year; they vary very much in size even in the 
same individual (vide Fig. 8). 

They may be absent on one or both sides. 

They are usually divided from one another in 
health by a complete and imperforate bony 
septum. 

In rare cases the frontal bone may be almost 
hollowed out by the sinuses, so that they extend 
outwards into the temporal fossae, nearly to the 
coronal suture above and posteriorly to these small 
wings of the sphenoid. 

The external configuration of the forehead or 
eyebrow gives no clue whatever to the size of the 
sinuses underneath. 

The fronto-nasal canal passes through the ante¬ 
rior ethmoidal cells, and hence primary suppuration 
in the sinus is very likely to infect these cells, arid 
vice versa. 

Symptoms—Pain.-^- This may or may not be an 
important symptom. At the .present moment I 
haye/ six cases ofdtronici frontal t sinus - empyema 
ujridecTuy.caae,-tuidjitrlnD ond*eLib ese has-head- 
aehe bedna.symptotn complained bf.; ..h 

Its >pcesaibe,;/I think//will; depend .upon-the 
degree r of: obstruction, to Ihedescape.Tofi - pus • from 
the’ siriusy; hence, obstruction lof the ftontofnaial 
passage or infundibulum Iby.gEanulations-wHl tend 
to produce headachey and’ theif - reniovai AviH miti¬ 
gate the sanid. r . \-v 

- 'External pressure Upwards and : inwdfds' 6n the 


Digitized by 


Google 



The Clinical Journal.] DR. TILLEY-NASAL DISCHARGES. [December 6,1899. 105 


floor of the sinus will also produce pain if pus is 
retained under tension, otherwise I do not think 
pain is caused by pressure, although this is a point 
upon which there is a difference of opinion. 

In acute abscess of the frontal sinus pain is 
always a prominent symptom. 

External swelling .—In acute suppuration with 
obstruction to the flow of pus there may be, in 
addition to pain, redness with swelling, oedema, 
and acute tenderness of the skin over the sinus, 
root of nose, eyelid, and lower part of the forehead, 
with high temperature and corresponding constitu¬ 
tional symptoms. 


c 



even a subcutaneous abscess, which, should it 
! burst, leaves a fistulous tract into the sinus. 

Discharge of pus .— In acute suppuration my ex¬ 
perience is that discharge of pus into the middle 
meatus is uncommon. In chronic cases, however, 
it may be the only symptom complained of. 

The pus has rarely any odour when it comes 
from the frontal sinus (cf. maxillary sinus). 

Diagnosis .—How are we to determine whether 
a chronic discharge of pus issuing from the middle 
meatus comes from the frontal sinus alone or not ? 
A definite categorical answer is almost impossible 
in the present state of our knowledge. If the 


c 



e 



Fig. 8.—Illustrating variations in frontal sinuses, a Right sinus, b Left sinus, c Mid line. 


The sinus walls may be distended so that the 
eye is pushed downwards and outwards, or a sub¬ 
cutaneous abscess may form, or the sinus abscess 
;P3ay discharge; bato the nose; and. thus relieve all \ 
;the 5 y.r^ptQ^. Vj t:< .;> • ; ; ,rd j 

In,;case^jQf.-ehrAnicrsuppivatiQny^/^ jukA there j 
.is/no swejjjmgj-.btrt ifcthe o^ructiqw to \ 

,thp free of.disph^rgej is.npt ,quitev<^mpleie,,but. 
50 marked that^flSiderAble ten&ipn exists : 

<ift the sinus with possible; occasions of complete 
ten^pcwry j obstructi-op^ thep wp : jpayi.gct chropjp 


frontal sinus has long been diseased the anterior 
ethmoidal cells are nearly always swollen with pus- 
producing granulations, and their bony walls are 
undergoing a rarefying i osteitis which enables,; a 
blunt 'probp tp strike oiponi small *tr£ft s ..pT bare 
bone./; Infect, it isimprobable- tbe.ptb- 
moidal cells w^re tlje. fifst . r tp. become disced. 

I, Hpnce, ’whilst ypu. ijiay. get ipaxillary,.antral; era- 

I fpypm^^pne,,^ irontai, sinussuppu^tipPj of .any 
rcbrppicity js: nearly; always ^ccpmpanied ^ by ; ,a 
similar condition in the anterior or middle , ; e*h- 


£eadacher$pd acp^l Upping with .di^l^ipn of, r n>9id^l cellsi and- sopiebmes by; a, siqalleror, larger 
/bony wails,;apd ;yisibler:bulging pf f the .sifiu^v9 r poUeption .ip the apt^^^the latter .aqting.merely 
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as a reservoir at first, but later on itself becoming 
the seat of disease (granular or polypoid mucous 
membrane) as a result of the constant irritation of 
the pus. 

My own experience upon the frequency of 
multiple sinusitis is that in about half of my 
frontal sinus empyemata the antra have been 



similarly affected, in the other half the frontal 
sinus and anterior ethmoidal cells have alone been 
diseased, a combination which is very likely, 
because anatomically and developmentally they 
may be considered almost as one sinus. Possibly 
chronic inflammatory products by their position 
and obstruction of the middle meatus determine 
the question of infection of the lower sinus when 
the disease commences primarily in the frontal 
sinus. 

Given a collection of pus in the middle meatus, 
with polypi and granulations in greater or less 


amount, I think we should assume it to be due to 
antral disease for the moment, and having gently 
mopped away the pus from the middle meatus, 
explore the antrum as hitherto described. If, on 
syringing, a great quantity of pus is discharged with 
the lotion, it is possibly a pure antral case, espe¬ 
cially if no pus is found in the middle meatus after 
the syringing. 

If, on the other hand, irrigation shows there is 
only a small amount of pus in the cavity, but a 
quantity is 'afterwards still seen in the middle 
meatus, which is increased on passing a probe to¬ 
wards the frontal sinus, then the presumption is in 
favour of frontal sinus empyema, more especially if 
the middle meatus is full of pus-secreting granula¬ 
tions, amongst which bare bone can be felt. 

An endeavour should next be made to pass a 
probe into the frontal sinus (having previously 
wiped away all the pus in the middle meatus), and 
if upon its removal a free flow of pus occurs, then 
we may be almost certain that we are dealing with 
a frontal sinus empyema. 

Having succeeded with a probe, it should next 
be possible to pass a Hartmann’s cannula into the 
sinus, when the latter may be irrigated with warm 
boracic lotion. Should pus return with the lotion 
the diagnosis of frontal sinus empyema is certain. 

Auscultation of the sinus by means of a binaural 
stethoscope will at once enable us to detect when 
the fluid is passing into the sinus, especially if a 
little air is allowed to be present in the syringe. 

Unfortunately we cannot always navigate the 
fronto-nasal canal because of its tortuosity, and 
sometimes it can only be done when the anterior end 
of the middle turbinate is removed—a procedure 
which is quite allowable when carefully carried 
out, because it provides a much freer drainage from 
the frontal sinus (vide infra). 

Transillumination gives no reliable information, 
but the Rontgen rays show us when the probe is in 
the sinus, and may have some value in intra-nasal 
treatment, but the application of this aid is at 
present scarcely accessible for every-day work. 

With regard to intra-nasal appearances, Mr. 
Symonds says (B. M. J., October 14th, 1899), 
“ The most characteristic feature of an uncom¬ 
plicated case of frontal sinus empyema is the 
formation of granulations at the anterior end of the 
middle turbinal, and over this the pus flows.” My 
experience is that an uncomplicated case is not 
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common ; in six cases which I.am dealing with at 
present, each one is undoubtedly accompanied by 
suppuration in the anterior ethmoidal region. 

Treatment —In acute suppurative inflammation 
it may be possible to subdue the inflammatory 
process by the application of hot fomentations to 
the forehead, with constant nasal inhalations of 
steam medicated by means of ten to fifteen minims 
of a temper cent, alcoholic solution of menthol, as 
suggested by Luc. The pus present in the sinus 
may then find its way through the fronto-nasal 
canal, and the acute symptoms possibly subside. 
I unsuccessfully tried this method in one case 
which I had to afterwards open externally. In 
another case, on opening the sinus I found a small 
collection of pus lying in the floor of the sinus; 
possibly it might have disappeared without opera¬ 
tion. 

In operating upon acute cases it is only necessary 
to open the sinus, remove the pus, and thoroughly 
disinfect the lining mucous membrane, whilst a 
probe passed from the sinus into the nose may be 
quite sufficient to clear the fronto-nasal canal. 
(For details of incision, etc., vide infra.) 

Stitches can be inserted into the soft parts, 
the cavity packed with gauze, which is allowed to 
remain twenty four to forty-eight hours and then 
removed; if the granulations appear healthy the 
stitches are drawn together, and the resulting scar 
is almost unnoticeable. 

Acute cases nearly always do well. In chronic 
frontal sinus empyemata if there is much pus in 
the antrum, an alveolar tube should be inserted 
and the cavity cleansed twice daily for at least a 
week before attacking the higher sinus, either by 
intra-nasal treatment, or the external radical opera¬ 
tion. 

During this time the anterior half of the middle 
turbinate, which is generally soft, bulbous, and 
covered with polypoid granulations, should be re¬ 
moved. 

Preliminary to this the nose should be thoroughly 
cleansed with an antiseptic douche, the middle 
meatus and anterior part of turbinate cocained 
(10 to 15 per cent.), and then the bone should 
be divided at its anterior attachment to the outer 
wall of the nose by means of Grunwald’s forceps or 
Walsham’s nasal scissors. The wire loop of a 
nasal snare is then passed over the semi-detached 
portion, and the included bone cut through with - | 


out any pulling on it. The latter caution is given 
lest any force used should bring away a part of the 
structure near the cribriform plate. 

Any prominent polypi or masses of granulation 
tissue are snared away, the nostril douched out 
again, and a small strip of iodoform gauze gently 
packed against the parts which have been operated 
on. This is removed in twenty-four hours and 
douching again carried out. 

The great advantage of the procedure is that 
the obstruction to the free exit o t discharge from 
the frontal sinus, antrutn, and ethmoidal cells is 
removed—a point which has a great deal to do with 
the after success of any radical treatment carried 
out on the frontal sinus. 

It may now be possible to syringe out the 
frontal sinus by means of Hartmann’s cannula; 
lukewarm boracic lotion, gr. x ad 5j> is a good 
lotion for the purpose. When the fluid returns 
clear, then it is well to inject iodoform emulsion, 
leaving the sinus as full of it as possible. With 
this object in view the patient should lie on a 
couch with the head hanging over the end (as 
suggested by MacDonald), or at any rate tilted 
backwards. By this method successful cases of 
cure have been reported, and it is well to try it 
five or six times before resorting to severer 
measures. 

Personally I am now more favourably impressed 
with intra-nasal treatment than formerly, because I 
have recently had two very successful cases in which 
the antra contained pus ; the nose was at first full 
of polypi, and the ethmoidal cells and middle meatus 
choked with pus and polypoid granulations, but 
after following the above lines of treatment one 
case is quite free from any trace of pus, and the 
second is much better. 

If, however, the treatment, after a fair trial, 
gives no relief, and the antrum seems healthy, the 
middle meatus has been cleared of granulations, 
polypi, etc., and any suppurating ethmoidal cells 
treated (vide infra), then it may be wise to advise 
the radical operation, viz. opening the sinus from 
without. 

Let me urge you never to try to open into the 
frontal sinus from the nose, not even when you 
can guide your instrument by means of Rontgen 
jays (vide Carl Spiess’s paper, ‘Brit. Med. Journ.,’ 
October 14th, 1899). 

The position and relations of the sinuses are so 
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variable (vide ‘Lancet/ September 26th, 1896), 
and such important structures lie in close relation 
to them, that if a radical operation is to be done it 
should be done from the exterior, or a lesson to 
this effect may only be learnt at the expense of a 
post-mortem examination, as happened to an expe¬ 
rienced operator not a very long while ago. 

Chloroform is the best anaesthetic, because the 
surgeon will constantly need to examine the nostril 
with his little finger during the later stages of the 
operation. 

The naso-pharynx, or at any rate the posterior 
choana on the affected side, should be plugged as 
a preliminary measure. I nearly lost my second 
case during the operation by neglecting this detail: 
the sinuses were both very large ones, extending 
into the temporal fossae, and full of vascular, large, 
polypoid granulations; during a long operation 
blood was constantly flowing into the trachea viA 
the naso-frontal canals, so that towards the end of 
the operation the anaesthetist had to resort to 
oxygen, artificial respiration, etc., for some ten 
minutes. 

Operation .—The eyebrow having been previously 
shaved and the skin rendered aseptic, an incision 
is made extending from just above the internal 
palpebral ligament upwards and outwards under¬ 
neath the line of the eyebrow, if possible not 
extending beyond the line of the supra-orbital 
nerve; if more room is necessary this must, of 
course, be cut (vide Fig. 9). 

The soft parts and periosteum are retracted in 
the whole length of the wound, and a disc of bone 
is removed by a small trephine or a chisel and 
mallet 

The pulley of the superior oblique muscle is 
sometimes seen, and may be pushed off with the 
periosteum ; I have never seen diplopia follow if 
the parts are carefully handled and well stitched 
up afterwards^ b.-, ■ ? ...1 . ' 

♦ ■ Often* some l^ge.gf]anulatron^are t adhetei(it to 
the .bony/ idisot ^horfv> is?* -removed. '-.VvHhb-jtennis 

• beitig-opened should- noiv Jie Careful 1 jc probed rfin 
all directions before using the curette, in.crrddrito 
discover wjrettoer;;the" duraj mater 3s ?anywherd ex- 

iposed.iifi rthe/ posteriori wall, rabo to r gailge <tfte 

* extent lofcthei sinus/bc. thejetesfcence pL hhy ddmer- 
,ticula[ vtfhibh ai^inQt upcpalmoq^ ri ) V.V :) vn 

The fronto-nasal canal call .'ftexir b« explored 
with a* probe.r!: The potypoid' igrauicdation tissue 


filling the sinus is gently curetted away and the 
mucous membrane rendered thoroughly clean .and 
smooth; any diverticula should be curetted, so 
that no focus for recurrence may remain. 

The clearing out of the fronto* nasal passage is 
now of the greatest importance, and upon doing 
this thoroughly much of the success of the opera¬ 
tion would seem to depend. 

The surgeon will be much assisted in gaining 
access to the upper end of the canal by carefully 
removing the anterior wall of the sinus close down 
to the junction of the frontal and nasal bones. 

The canal is usually choked with unhealthy 
granulations, and to clear it I first pass down 
a fine uterine curette, then enlarge the canal 
by means of a curved “burr,” made for me by 
Meyer and Meltzer, and finally;finish up with a 
sharp spoon on a long, suitably curved shank. 

I like to be able to pass this spoon into the 
sinus from the nose and vice versd without diffi¬ 
culty, and in my last two cases, which have been 
very successful, I have been able to pass the tip of 
my little finger from the nose into the floor of the 
sinus. This means that we have destroyed several 
of the anterior ethmoidal cells, and so much the 
better, because they are nearly always diseased, 
and unless efficiently dealt with at the time would 
tend to keep up the suppurative process or re¬ 
infect the frontal sinus. The latter is finally 
swabbed out with 1 in 500 perchloride of mercury, 
a rubber drainage-tube of good calibre passed 
downwards and out of the nostril, its upper end 
being supported in the lower end of the sinus by 
transfixing it with a stitch, the ends of which are 
used as'one of the stitches for the soft parts. 

The sinus is now filled with iodoform crystals, 
and the soft parts, especially the periosteum, are 
well drawn together by horsehair stitches and a 
superficial dressing applied. 

. Th<* draifaage-tub^.is l^ft. for three* ta five days, 
and when it is removed it is possible to look/tight 
virtto.tbeflsifrtilAnterior. ' syringe 

mth & - if: to ifcjtboaght 

[derirablev,,.n. ]<, M-htlr;,, h;j 

dbjtctr tq rubber drainage- 
tube bei«g^A^te7and\'proiviot)<ig rh&groSfctb of 
igmnuliatiQib tissue antbtbeir obj^tiooa are: riot with- 
r.oQi wpght^ . Personally, Trhftve frsofft Of isnekkihg 
regard .for a, drainage tube,. fqr^ ifchil'sL itv position 
itVeffi&eotty d»ipsoihfc sinus: arid Irire,external 
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wound is free from any tension; and when it is 
removed it is possible, as I have already explained, 
to see right into the sinus to wash it out or 
otherwise deal with it. Without a tube the fronto¬ 
nasal canal will sometimes become clogged by 
mucus and granulations in the course of the first 
week, which renders it difficult to effectually 
deal with any retention products of the sinus, j 
Possibly a celluloid or aluminium tube would | 
overcome the objections urged against the rubber 
tube, but up to the present I have had no trouble I 
with the latter. 1 

In my last case (October 24th) I used no tube, 
but packed the sinus with iodoform gauze, one 
end of which was brought out of the nostril. The 
gauze was removed in twenty-four hours. 

If the maxillary antrum is concurrently diseased 
I think it the better plan to drain the maxillary 
antrum and clear the middle meatus as a pre¬ 
liminary measure, then operate on the frontal 
sinus, and finally attack the maxillary antrum if it 
be thought necessary. 

Dr. Moure (Bordeaux) advises the reverse order 
of procedure, a course which I followed in a 
recent case, but found the discharge from the 
frontal sinus reinfected the maxillary antrum, so 
that I had to operate a second time on the latter. 

Possibly both sinuses could be dealt with at one 
operation, but I have never yet done this. 

Where the sinuses are very large, extensive inci¬ 
sions have been advised, with removal of the entire 
anterior bony wall, thus allowing the soft parts to 
fall on the posterior wall and quite obliterate the 
sinus cavity. Ropke, of Solingen, has operated ( 
successfully in this way on some twenty-five cases, 
and advises the procedure as a rule. The dis¬ 
advantages are the scarring and deformity. 

One of my early cases had very large sinuses 
which extended into the temporal fossae. Here I 
trephined both sinuses through a median incision 
at one operation, and having curetted their cavities, 
the latter were packed with iodoform gauze which 
was left in situ for five days. Superficial stitches 
were inserted at the time of operation, but were 
not drawn together until the gauze was removed. 
The case did very well. 

There are occasions, however, where I can quite 
understand that large incisions with removal of the 
anterior bony wall might be necessary in order to 
effect a cure, especially sinuses with long, straggling 


diverticula, but my experience is that such cases 
are the exception.: 

Complications. —1. Recurrence of suppuration, 
breaking down of wound, and external fistula. 
This is not uncommon, but I believe will become 
rarer as surgeons recognise the necessity of (a) 
removing the middle turbinate and clearing the 
middle meatus and suppurating ethmoidal cells as 
a preliminary to the radical operation, and ( b) to 
make a free channel into the nose from the frontal 
sinus. The cause of the recurrent suppuration is 
usually some suppurating ethmoidal cells which 
escape treatment at the time of operation, and 
afterwards infect the frontal sinus and produce 
obstruction to its free drainage. 

2. Septic osteomyelitis of the frontal bone, 
This is, unfortunately, not an unheard of compli¬ 
cation, and one has to take it into consideration 
before advising the operation. 

At the British Medical Association meeting at 
Portsmouth I read notes of a fatal case occurring 
in my own hospital practice and thought it was 
unique; but, curiously enough, I have since heard 
of six cases, and have notes of four of them and 
all occurring in the hands of able aseptic ope¬ 
rators. 

I think, perhaps, that too free curetting of the 
sinus may account for some of them; if a sharp 
curette is used in the upper part of the cavity it 
would be easy to open some of the diploic spaces, 
into which infection might extend either from pus 
present at the operation or afterwards, should the 
suppurative process recur. 

On the other hand, I have seen one case in 
which the infection of the bone was considerably 
advanced before any active measures had been 
adopted, and the full state of things was only 
discovered at an operation undertaken for the ex¬ 
ploration of the sinus. The complication may be 
suspected when in a chronic case, headache, infra- 
or supra-orbital neuralgia with rise of temperature 
is associated with oedema of the eyelids, and of 
the skin over the root of the nose and the lower 
part of the forehead. The latter parts are usually 
painful on pressure, and the swelling is mainly due 
to a periostitis which is secondary to that of the 
underlying bone. 

When such a condition arises, the only chance 
of saving the patient is to expose the anterior 
surface of the frontal bone for at least two inches 
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around the affected part and freely remove the 
anterior bony wall, so that the septic diploic veins 
may be attacked by antiseptics, which must be 
kept constantly applied. 

This brings me to a point which we ought to 
consider, viz. what is the percentage of fatal cases 
of frontal sinus empyema when left alone as com¬ 
pared with those fatal after operation ? As far as 
published cases go, I fear the greater percentage is 
after operation, and therefore simpler measures 
have been advocated by some authorities, viz. 

(a) providing free drainage into the nose by 
removal of the middle turbinate in whole or part, 
with curettement of any ethmoidal cells which 
may contain pus or chronic inflammatory products ; 

(b) intra-nasal irrigation of the sinus by means of a 
suitable cannula, with injection of iodoform emul¬ 
sion or some other antiseptic agent. 

It is a question whether thoroughly efficient 
drainage (with removal of ethmoidal suppuration) 
into the nose would not in itself be sufficient in 
some cases to cure a frontal sinus discharge. I 
have had one such case in my own practice. 

Hence, given a patient with a purulent nasal dis¬ 
charge which is not of great inconvenience and which 
we determine proceeds from the frontal sinus, are 
we to advise a radical operation which we cannot 
be sure will cure and which has certain risks, or 
content ourselves with making the middle meatus 
free and prescribing a nasal douche ? 

The decision will, I think, depend on whether 
headaches continue after the middle meatus has 
been freed from obstructing granulations. Should 
they do so, we surmise that tension exists in the 
sinus, and its contents cannot pass freely into the 
nose. In such cases some risk of intra-cranial 
extension is run. If, on the other hand, there is 
a free discharge and absence of headache, I think 
the chances of such complications are very small. 

In other cases we might advise a radical opera¬ 
tion where the patient is hypersensitive and cannot 
tolerate any discharge, or where it is of great 
inconvenience in his occupation, or, again, if he is 
going abroad or into the country, where skilled 
help may not be available should symptoms of 
retention arise. 

3. Intense supra-orbital formication. This is by 
no means a minor consideration. It comes on 
some four to six weeks after the operation if the 
supra-orbital nerve has been divided, and is very 


distressing to some patients. Hence the advis¬ 
ability of trying to avoid division of the nerve. 
The skin being anaesthetic, rubbing the tingling 
parts produces “no satisfaction,” as a patient 
expressed it to me. The formication may last 
three to nine or ten months, and then ceases 
gradually, as a rule. A belladonna liniment or 
the faradic current produce most relief. 

Ethmoidal Suppuration. —Anterior and middle 
cells .—This condition is usually associated with 
frontal sinus empyema and occasionally with antral 
suppuration. It is difficult to understand how it 
could exist alone for any length of time without 
involving the other cavities, because of the ana¬ 
tomical considerations already referred to. 

It is, however, quite conceivable that a suppu¬ 
rative process starting in an ethmoidal cell should, 
for a while, be limited to the cells forming the 
lateral mass of the ethmoid, and only affecting the 
larger sinuses after the lapse of a considerable 
time. In such cases exploration would show the 
maxillary antrum, and catheterisation (if possible) 

. the frontal sinus, to be free from pus. 

When the suppurative process is well marked we 
find (a) pus in the middle meatus; (b) the middle 
meatus is full of large granulations or polypi, which 
seem to force the middle turbinate against the 
septum; (r) the ethmoidal cells seem distended 
with chronic inflammatory products; they easily 
break down when probed, and often the probe 
strikes against small bare spicules of bone which 
have become carious, whilst a rarefying osteitis has 
produced free communications between cells which 
in the natural condition are only separated from 
one another by thin, bony walls. 

Associated with these pathological conditions 
we may have deep-seated, post-orbital, occipital, or 
temporal pain, or pain over the bridge of the nose, 
especially, I believe, when inflammatory products 
are retained under tension. In such cases the 
middle turbinate often becomes atrophied, its 
mucous membrane polypoid, its contained cells 
full of pus and granulations, whilst the same rare¬ 
fying osteitis causes it often to hang loosely from 
the main lateral mass. 

To such a condition we may perhaps apply the 
term “ necrosing ethmoiditis.” I almost hesitate to 
use it, for I suppose that nothing has done more to 
cast opprobrium on the reputation of rhinology 
than the blind application of this term to all sorts 
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of normal and abnormal conditions of the nasal 
cavities. 

Let me warn you, therefore, to be careful not to 
use the term unless you are dealing with a case 
with such characteristics as I have enumerated. 
You do not need a sharp probe to detect the bare 
bone; an ordinary surgical probe is sufficient, and 
if necrosed bone is present it will be accompanied 
by suppuration. With a sharp probe you can 
detect what seems like bare bone in any healthy 
nose, especially if you use it where the mucous 
membrane is very thin, e. g. at the junction of the 
middle turbinate with the lateral mass of the 
ethmoid, and in the neighbourhood of the middle 
meatus. 

The diagnosis of ethmoidal suppuration is made 
by the exclusion of antral and frontal sinus disease, 
the latter being often very difficult, and it may be 
necessary to wait a while to see the effect of 
treatment to know whether the upper cavity is 
involved or not. 

Treatment .—The anterior half of the middle 
turbinate should be removed in the manner already 
described; in chronic cases it comes away very 
easily. We now have free access to the anterior 
and middle ethmoidal cells and the region of the 
hiatus semilunaris. 

All granulations and polypi should be removed, 
for which purpose Grunwald’s forceps are very 
useful, and I would strongly advise you not to use 
the galvano-cautery in this position. 

In the course of a week (during which time the 
nostril has been freely douched with some mild 
antiseptic) cocaine is again applied and the parts 
carefully curetted, any loose bony spicules re¬ 
moved, while cells containing pus and granulations 
are laid open and similarly treated. The parts 
are finally cleansed, some glycerine and carbolic 
acid is rubbed in, and in a week’s time a similar 
procedure may be undertaken until healthy cells 
are reached. 

It need scarcely be said that due care must be 
taken in all operations in the region of the ethmoid 
cells in view of the importance of surrounding 
parts. Above all no force must be used. 

Suppuration of the Posterior Ethmoidal Cells. 
—Since the posterior ethmoidal cells open into 
the spheno-ethmoidal recess the tendency of the 
pus is to flow into the pharynx rather than forwards 
into the nose, and where the latter does take place 


the discharge is seen between the middle turbinate 
and the septum rather than in the middle meatus. 

Posterior rhinoscopy would also reveal the 
situation of the discharge, and the general appear¬ 
ance would be similar to that seen when the 
anterior and middle ethmoidal cells are affected. 

Treatment .—The middle turbinate should be 
removed in its whole length either by one or 
subsequent operations. Great care should be 
exercised in doing this, and the posterior half is 
best dealt with by Grunwald’s forceps. 

The posterior ethmoidal cells can be then dealt 
with on the same principles which guide in dealing 
with the anterior group. 

Sphenoidal Sinus. —Suppuration from this ac¬ 
cessory cavity alone must be a very rare disease, 
although it may occur as a complication of 
ethmoidal suppuration when the posterior cells are 
involved. It may occur again as an extension of a 
syphilitic lesion of the vomer. 

As symptoms, we might expect post-orbital or 
occipital headache with discharge of pus seen by 
posterior rhinoscopy coming from the upper lateral 
region of the naso-pharynx. Should the pus or 
chronic inflammatory products be under tension, 
then visual disturbances will be produced. 

As a rule, no pus would be visible by anterior 
rhinoscopy unless some had been blown forwards, 
when it would tend to lodge between the middle 
turbinate and septum. 

The opening of the sphenoidal sinus is into 
the spheno-ethmoidal recess behind the superior 
meatus, and not into the latter as is frequently 
stated. 

Treatment .—In all cases it is well to remove the 
middle turbinate bone so as to be able to examine 
the anterior wall of the sinus by anterior rhinoscopy. 
It may be possible now to pass a probe or cannula 
into the cavity and irrigate the same. By means 
of specially made rongeur forceps the anterior wall 
can be chipped away, the sinus laid open, and its 
products gently curetted away. No force must be 
used or much tearing employed, because the 
spheno palatine artery and nerve are in close 
proximity. 

I have said nothing about abscess of the nasal 
septum, necrosis of the superior maxillary bone 
with purulent nasal discharge, and one or two 
other rare conditions, because they scarcely come 
within the scope of this lecture, the intention of 
which was to deal with chronic purulent nasal 
discharges and more particularly with those sym¬ 
ptomatic of disease of the nasal accessory cavities. 
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REVIEW. 

A Manual of Surgery , for Students and Prac¬ 
titioners . By W. Rose, M.B., B S.Lond., F.R.C.S., 
and A. Carless, M.S.Lond., F.R.C.S. Second 
edition. Bailliere, Tindall and Cox, London. ' 

The rapid appearance of the second edition of 
“ A Manual of Surgery,” by Rose and Carless, 
speaks volumes—sold—for the original work. The 
criterion of professional appreciation of a book 
is in a great measure to be gauged from the 
celerity of its sale. The authors and publishers 
may therefore congratulate themselves on having 
presented a sound work in the first instance, and 
one for which there was a demand. The new 
edition has been revised and corrected, and fresh 
material has been incorporated. The printing is 
clear and the type good, so that no unwonted 
visual effort is imposed upon the reader. The 
volume is issued by Messrs. Bailli&re, Tindall and 
Cox as one of their “ University Series.” In criti¬ 
cising the contents it must be remembered that 
it is only the opinion of the reviewer versus that 
of the author. The work in question is a manual 
of surgery, and the authors have successfully com¬ 
pressed into under 1200 pages, with 400 illustra¬ 
tions, a trustworthy distillation of surgical science, 
art, anatomy, and pathology. Such a task neces¬ 
sarily involves a curtailment of lengthy expression. 
When one considers the specialism that has sprung 
up in the various branches of surgery, the quasi 
creation of definite domains, together with the 
countless monographs that have resulted there¬ 
from, condensation together with reliability comes 
as a relief. More particularly must it be so to the 
busy practitioner, who could not possibly spare a 
tithe of the time requisite for the perusal of even 
a fraction of these works. It is probably true to 
say that no medical work has ever been published 
that has not been the subject of differences of 
opinion. In fact the excellence of a book has 
to be estimated not from the absence but rather 
from the paucity of adverse criticism that it 
elicits. If a work escape the Scylla of one medical 
reviewer, it is almost certain to bump Upon the 
Charybdis of another. The sins of omission and 
commission, or brevity and lengthiness, will always 
furnish an unfailing supply for hostile comment. 
The manual by Rose and Carless is a distinctly 
good book, and worthy of a place upon the library 
shelf. In reading it one feels that the work is 


the outcome of years of personal clinical and 
operative experience—the results and thoughts of 
matured consideration. 

The first chapter is devoted to inflammation, 
and contains a short descriptive account, assisted 
by a diagram of the micro-organisms, which, to 
quote the authors, play such an important part in 
the development of disease. The part played by 
these organisms is also clearly shown in the suc¬ 
ceeding articles, which deal with suppuration, 
abscess, sepsis, and infection. The surgery of the 
veins is a short but excellent contribution. Re¬ 
marking on the radical treatment of varicose veins 
by excision, the authors give a word of caution 
“ to make certain that the condition is not due to 
thrombosis of the deep trunks, as interference 
would then do more harm than good.” The 
neurological contribution has necessarily had to 
be condensed for want of space. The chapter on 
injuries of bones contains several skiagrams and 
numerous illustrations bearing on the subject. 
Abdominal surgery is written up to date. The 
article on appendicitis, if brief from a mono¬ 
graphic standpoint, is succinct and well worthy of 
perusal. The authors are, excepting certain cases, 
in favour of early operation, a teaching that will 
commend itself to most surgeons of the modern 
school. Operations on the intestines are clearly 
described, and prominence is given to the method 
of using Murphy’s and other kindred buttons and 
bobbins. The operative treatment of hernia is 
dealt with in a workman-like fashion, and, con¬ 
sidering the space available, is remarkably full. 
We note that the Trendelenburg’s position is re¬ 
commended in place of and to the exclusion of 
Petersen’s bag as a method of reflecting the pre¬ 
vesical pouch of peritoneum in suprapubic cyst¬ 
otomy. This position is a dangerous one for old 
people with atheromatous arteries, and we have 
seen two cases of cerebral haemorrhage follow its 
application. In the article on gonorrhoea there is 
one point on which we certainly cannot agree, that 
is the use, as an urethral injection, of J gr. of 
silver nitrate to one ounce distijled water. In this 
strength it acts only as an irritant, and lacks germi¬ 
cidal power. 


Corrigendum. —On page 71 in our issue on 
November 22 nd last, in first column, 3 lines from 
top, for Parolein ad 5j read Parolein ad 5 j. 
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A CLINICAL LECTURE 


Delivered at the London Hospital, October 16th, 1899, 


BY 

G. E. HERMAN, M.B., F.R.C.P., F.R.C.S. 


Gentlemen, —To-day I propose to lecture on 
prolapsus. I lectured last week on the subject of 
fibroids, but I omitted to mention one point. 
There are some cases in which ergot fails to stop 
haemorrhage, and yet the radical operation may 
be contra-indicated. The patient may be averse to 
having any radical operation done, or she may 
have bled very copiously and her exhaustion be so 
severe that you fear to do the radical operation. 
In such cases there is a temporary measure which 
may be carried out, namely, ligature of the uterine 
arteries. That can be easily done by first making 
a transverse incision through the anterior vaginal 
wall in front of the cervix uteri, and then separat¬ 
ing with the fingers the bladder and ureters from 
the cellular tissue. You can feel the uterine 
arteries pulsating in the broad ligament, and liga¬ 
tures can be passed over them with an aneurism 
needle, and they can be tied. This was first done, 
as far as I know, by a German (Rydygier) in 1890. 
He tied not only the uterine but the ovarian 
arteries, and haemorrhage was arrested. But some 
time afterwards the haemorrhage began again and 
the tumour began to grow. That seems to show 
that it is only a temporary measure. I have done 
it in two cases, and it was in each followed by 
lessened bleeding and a diminution in the size of 
the tumour; but it is too soon yet to say whether 
the improvement is permanent. As in the great 
majority of cases of fibroid there comes a time 
when the fibroid naturally stops growing, I should 
expect that, if the haemorrhage is checked and the 
size of the tumour diminished by ligaturing the 
uterine arteries, the chances are against cne tumour 
growing again or there being a return of the 
haemorrhage. But still it is a measure from which 
one cannot promise permanent results, and it is 
only of use in exceptional cases, where either the 
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patient objects to the larger operation, or where 
the condition of the patient makes a graver opera¬ 
tion unsafe. In those cases the ligature of the 
uterine arteries is of use. 

There is another case I may speak about, be¬ 
cause it has recently been in the ward—that of a 
patient on whom an operation was performed on 
Friday, and who died. It was a case of malignant 
disease of the ovary, and I speak of it for the 
purpose of pointing out both the reasons for the 
diagnosis and the operation, as well as the cause 
of the patient’s death. 

The diagnosis was made that it was probably 
malignant disease of the ovary; but that diagnosis 
was far from being a certain one. The points 
which make one think that an ovarian tumour is 
malignant are its being solid and fixed, its being 
bilateral, and its association with wasting, with 
oedema of legs, and with ascites. Those are the 
points upon which the diagnosis of malignant 
disease of the ovary can be made with certainty. 
This patient had no ascites, no oedema of the legs, 
the tumour was not bilateral, it was not absolutely 
fixed; it could be moved within small limits. 
But it was solid and not so movable as a benign 
ovarian tumour should be. In addition there was 
wasting. It was the wasting, the comparative 
fixity, and the solidity which led to the diagnosis 
of malignancy. However, as I have said, the 
opinion was not by any means a certain one. 
From the physical signs and symptoms it might 
have been a pyosalpinx or a broad ligament cyst, 
or a dermoid cyst; the diagnosis of malignant 
disease of the ovary was only probable, not cer¬ 
tain. Assuming that the diagnosis had been made 
with certainty that it was malignant disease of the 
ovary, there remained only to tell the patient and 
her friends that she was certain to die soon, and 
nothing could be done to relieve her. If the 
diagnosis were wrong, and it was a cyst or a 
pyosalpinx, the proper treatment was to take it 
out. An erroneous diagnosis would have led to 
lack of treatment when treatment was necessary. 
Again, although malignant tumours of the ovary, 
as we see them when we make the diagnosis, are 
fixed, yet there is a stage in malignant disease of 
the ovary at which the malignant tumour is not 
fixed. Again, there have been cases where 
tumours of the ovary, thought to be malignant, 
have been removed, and not only have the patients 


recovered, but in some cases either the disease 
has not returned at all, or only after a long in¬ 
terval. So the fact that a tumour is thought to 
be malignant disease of the ovary does not make 
an operation altogether hopeless. So that for 
three reasons—the possibility of error in diagnosis, 
the comparative mobility of the tumour, and the 
possibility of successful removal, even if it were 
malignant—operation was done; and for the same 
reasons I should, in a similar case, advise what I 
lid in the case under consideration. 

In most cases of the same kind, when the 
abdomen is opened, the nature of the tumour is 
at once ascertained and nothing is done; the 
abdomen is closed, and the patient is none the 
worse for the exploration. Moreover, if there be 
ascites, or fluid of other kind, this is let out, and 
the patient feels better. The mere exploratory 
operation, as long as it is confined to that, does 
not necessarily do the patients any harm. In this 
case, when the abdomen was opened, the tumour 
appeared to be beneath the peritoneum, and there¬ 
fore one could not at first ascertain its nature. It 
might have been, for all that we could see to the 
contrary, a broad ligament cyst. However, when 
the fingers were edged in round it, and the tumour 
was partly freed from its attachment, one found 
that it was malignant, and that it was not under¬ 
neath the pelvic peritoneum; the peritoneum 
covering it was the sigmoid flexure, which had 
become adherent to it and covered it up. So 
that at first it gave the impression of being under 
the pelvic peritoneum, and that special feature of 
this case led to the injurious error of doing more 
than one would have done if the malignancy of 
the tumour had been apparent directly it was 
touched. That is why the patient died. If the 
tumour had been a cyst, to have left it there 
because it was covered with peritoneum would 
have been omitting the object of the operation. 
I have brought the case under your notice because 
it illustrates some points of practice in these cases. 

Now I come to the subject for to-day. the treat¬ 
ment of prolapsus. In speaking of prolapsus we 
speak of it as prolapsus uteri, but the uterus is 
only the most conspicuous part which comes 
down. As a matter of fact it is a prolapsus of a 
good deal more than the uterus. The only cases 
of prolapsus of the uterus pure and simple 1 
have seen, have been those in which the uterus 


Digitized by 


Google 



The CHnioal Journal.] 


DR. HERMAN. 


[Deoember 13> 1899. 115 


has been dragged down by a tumour. In the cases 
of prolapsus uteri, otherwise called procidentia 
uteri, there is not only prolapse of the uterus, but 
of the bladder and Douglas’s pouch and of the 
vagina. The reason of the occurrence of pro¬ 
lapsus uteri is weakness of the structures which 
support the uterus, the most important of which 
are the pelvic fascia and the levator ani muscle. 
These structures are inserted into the vagina, and 
are the chief ones which support it. The perinseal 
muscles and the peritoneal folds, which are called 
ligaments, are less important. The reason why 
these supports are weakened is that they have 
been lacerated or stretched during parturition. 
Another powerful source of support to the uterus 
is the intra-abdominal pressure. This supports it 
in the same way as you can support an object by- 
pressing its sides without having anything beneath 
it at all. The structures within the abdomen are 
all pressed together and support one another. 
When women have had many children, and the 
abdominal wall has been greatly stretched and 
w r eakened, the viscera do not get that mutual sup¬ 
port, and not only does prolapsus uteri occur but 
the relative positions of other organs are altered; 
for instance, you get movable kidney, and, less 
commonly, displacements of the liver. There 
sometimes occurs displacement of the whole of 
the viscera, or enteroptosis. The spleen has also 
been found to be movable. All these conditions 
are more common in women whose abdominal 
walls have been weakened by repeated stretching 
in pregnancy, and the stretching of the pelvic floor 
in consequence of the dilatation of the vagina by 
the child during labour. Various injuries have 
been described as occurring in the structures of 
the pelvic floor, but I do not know anyone who 
lias taken the trouble to dissect the pelvic floor 
and see wrhat structures are torn. It is a tolerably 
obvious inference that the great cause of prolapsus 
lies in the injury to the structures which should 
support the uterus. There are cases in which pro¬ 
lapsus uteri occurs in virgins. They are very rare, 
but they do occur, and some people have traced 
pedigrees in which prolapsus uteri and hernia of 
different kinds have occurred in several members 
of the same family. That, taken with the fact 
that you occasionally find the uterus outside the 
vulva in a girl of twenty, makes it difficult to 
resist the conclusion that it must in such a patient 


have its origin in some congenital peculiarity. It 
is very rare, but I have seen instances of it. 

The great symptom of prolapsus is backache 
and bearing-down pains. The characteristic fea¬ 
ture of this pain is that it goes away when the 
patient lies down and pushes back the uterus. 
It is common to find women who, when they 
have got lowered in nervous tone from any cause, 
get backache and bearing-down pain, which no 
doubt is due to temporary weakness of the uterine 
supports. When such people lie down their pain 
goes away, and if you send them to the seaside, 
where they get rest and change and bracing air, 
they cease to have pain. And, in a less degree, if 
you raise their nervous tone by nux vomica and 
quinine, relief comes. In those cases, no doubt, 
there is some slight prolapse. I have had some 
patients in the hospital in whom, on admission, I 
measured the amount of prolapsus. They were 
given plenty of good food and sleep, with tonics, 
and went out free from pain; but before going 
out their prolapsus was measured again and found 
to be the same as when they first entered the hos¬ 
pital. That shows that the symptoms were pro¬ 
bably due to the nervous system, and were little 
affected by the local condition. 

When you get prolapse of the uterus outside 
the vulva, the symptoms are independent of the 
nervous state, and are too marked to be alleviated 
in the ways mentioned. If you have an amount 
of prolapsus too great to be cured by general 
tonic treatment, then the only thing is mechanical 
support, and the most convenient kind is Hodge’s 
or some kind of ring pessary. The use of such 
a pessary is conditioned by the possibility of 
getting it retained in the vagina. If the vaginal 
orifice has been so lacerated that it is very large, 
no vaginal pessary will stay in. Hodge’s pessary 
is so called after Dr. Hodge of Philadelphia. It 
is the pessary which follows the shape of the 
vagina more closely than any other. The original 
pessary which Hodge invented was U-shaped, and 
the two points of the arch went in front. Dr. 
Hodge found, in a few cases, inflammation and 
ulceration in the mucous membrane against which 
the points pressed. Therefore he connected the 
ends with a transverse bar and curved the anterior 
end down. I show you a modification of Hodge’s 
pessary—I think it is Thomas’s; it has the an¬ 
terior end pointed and the posterior end thickened. 
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The thickening is in order that the end may not 
exert injurious pressure upon the uterus. Hodge’s 
pessary, if it is properly applied, ought to keep 
the uterus anteverted. The uterus lies at right 
angles to the pessary, and is not in contact with 
it, therefore it matters not of what shape or thick¬ 
ness the posterior end of the pessary is, because 
it does not touch the uterus. The use of the 
vaginal pessary is to act as a splint to keep the 
vagina extended. When the uterus descends it 
inverts the upper part of the vagina. If the 
vaginal pessary keeps the vagina extended it pre¬ 
vents that inversion, the first step in the produc¬ 
tion of prolapse. The anterior end of that pessary 
is curved down, partly to accommodate it to the 
natural shape of the vagina, and partly because it 
was thought the end might press on the urethra. 
In one form the anterior end is made of india- 
rubber, so that it can be compressed laterally, and 
thus its introduction shall not be so painful as 
would be that of an unyielding instrument. The 
perinaeum extends farther forward in some women 
than in others, and the extent to which it goes 
forward depends partly on how far it has been 
lacerated. If the perinaeum extends far forwards, 
the anterior end of the pessary comes against the 
pubic bones. I show you a pessary which is 
curved so that its anterior end shall come behind 
the pubic bones; this form I find most useful. 
In some cases a ring which can be compressed is 
more suitable. Every kind of Hodge’s or ring 
pessary acts in the same way, namely, by extending 
the vagina. To fit properly it should fill the 
vagina, but should not put it on the stretch. If 
the vagina is stretched by it, it is too big, and the 
patient will complain of pain. But if it is properly 
applied, the patient ought not from her sensations 
to be aware that it is there. It relieves the 
symptoms in great part, but seldom entirely. 
Generally patients derive so much relief that they 
are satisfied. They are so far relieved that no 
patient in her senses would wish for operative 
treatment if relief can be given by a vaginal 
pessary. Some recommend the Zwancke’s pessary. 
The vaginal opening is bounded by the levator 
ani and the pelvic fascia on each side, and the 
opening so bounded is elliptical. This pessary 
has two wings, and when open they lie transversely 
on the pelvic floor. The pessary is introduced 
closed, and screwed open after it has been put in. 


This is not a satisfactory pessary, because it does 
not support the uterus at a proper level, and the 
ends are prone to cause ulceration. It is one 
which I have not used. 

If you find that a vaginal pessary cannot be 
retained, you must use a pessary with external 
supports, one of the varieties of cup and stem 
pessary. They only differ in the material of which 
they are composed and in small alterations in 
shape. I show you one made of gutta percha. 
The most useful size is three inches long by two 
inches broad at the cup. Gutta percha is cheap, 
tolerably soft, and harmless; but when it is worn 
long it forms with the vaginal secretions an offen¬ 
sive compound. Vulcanite is better. Here I 
show you a porcelain pessary, which has the ad¬ 
vantage of being perfectly clean; but it is hard 
and rather heavy to wear. These things mechani¬ 
cally occupy the vagina and press up the uterus, 
and tapes are attached for tying to a waist-band. 
These pessaries have to be taken out at night and 
washed, and reapplied in the morning; and many 
patients will tell you that they get great comfort 
from them, and are enabled by them to go about 
their ordinary occupations in a satisfactory way. 
Others will tell you that even a cup and stem 
pessary cannot keep up the womb; but I cannot 
imagine that. In such a case I should think the 
fault is with the pessary,—either the platform is 
not wide enough, or the stem is not of the proper 
length, or there is some other defect But even 
if such a pessary does keep up the uterus, people 
will sometimes tell you that they find the perinaeal 
straps such a nuisance that they will not wear 
them. 

In such cases the question arises whether any¬ 
thing more can be done. 

There are four operations that have been done 
for the cure of prolapsus. One of them I can 
dismiss at once. The uterus has been removed 
for the cure of prolapsus. Now, if the uterus 
were the only thing which comes down in pro¬ 
lapsus, that would be a reasonable suggestion. 
But you can see for yourselves any day the uterus 
is not the only organ which comes down ; the blad¬ 
der, the vagina, and the peritoneum also come 
down. If you take aw r ay the uterus the patient 
can no longer have prolapsus uteri in the proper 
sense of the word, but she will have prolapsus of 
the bladder as before, only instead of the uterus 
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there will be a cicatrix. Another operation which 
has been recommended and more practised, is 
Alexander’s operation. This consists in pulling 
up the uterus by shortening the round ligaments, 
and is effective against retroversion of the uterus. 
But the symphysis pubis is only about one inch 
and a half deep, so that, if you were to shorten the 
round ligaments so much as to pull the uterus 
close to the symphysis pubis, it would still be 
possible for the cervix to protrude outside. 
Alexander’s operation is useless against prolapse. 
The uterus, instead of coming down lying back, 
comes down lying forward. 

So we come back to the two operations which 
are useful—colporrhaphy and ventral fixation. 
Colporrhaphy means suture of the vagina. An¬ 
terior colporrhaphy was introduced as a cure for 
cystocele. It consists in cutting out a large piece 
from the anterior vaginal wall, in hope that when 
the patient gets up her cystocele will not come 
down again. But within a month it comes down, 
and in a few months the chances are that the 
patient will be as bad as she was before. Pos¬ 
terior colporrhaphy consists in sewing up the 
posterior part of the vaginal orifice; but the same 
remarks apply to that, except that by extending 
the perinaeum forward you can cause contraction 
of the vagina and enable the patient to retain a 
vaginal pessary. If the patient does not wear a 
vaginal pessary, in course of time the anterior 
vaginal wall comes down, acts like a blunt wedge, 
gradually bulges open the vaginal orifice, and in 
the course of months prolapsus as before is 
brought about. So that although the immediate 
results are good, yet the ultimate results of col¬ 
porrhaphy are not good. The operation of col¬ 
porrhaphy for prolapsus differs from the operation 
for the restoration of a torn perinaeum. The 
restoration of a torn perinaeum is often called for 
in young women who may become pregnant again. 
In them it is not desirable to narrow the vagina 
more than can be helped. If in such a patient 
you want to narrow the vagina, so that the patient 
may be able to retain a vaginal pessary, it should 
be done by raising up a narrow strip of the vaginal 
mucous membrane round the posterior part of the 
vaginal orifice, so as to extend the perinaeum for¬ 
ward by a narrow line of union. That should be 
enough, and if it should afterwards be found to 
obstruct delivery of a child, the obstruction can 


be remedied by a snip with the scissors. When 
the operation is done for prolapsus in women 
who are too old to have any more children, it is 
different. In that case you must take away a 
large piece of mucous membrane, so as to make 
a large raw surface, the sides of which must be 
brought into apposition. The larger the raw sur¬ 
face the more effective is the operation. But, 
however extensively it is done, that by itself is not 
sufficient. 

The other operation is fixation of the uterus to 
the anterior abdominal wall. The objections to 
that operation are, first, that it is not possible to 
say that any operation which involves the opening 
of the peritoneal cavity is free from danger; but 
the danger is slight. Another thing is its alleged 
want of permanence. Adhesions in the peri¬ 
toneum often are absorbed; about that there can 
be no question. There have been cases in which 
operations have been done and adhesions have 
been known to be present; the abdomen has been 
re-opened a long time afterwards and the adhe¬ 
sions have been found to have disappeared. A 
case was recently reported to the Obstetrical 
Society in which an ovarian tumour had been re¬ 
moved eleven years previously. There were ex¬ 
tensive adhesions present. A drainage tube was 
used and left in for four weeks. Eleven years 
afterwards the patient got another tumour. 


Ovariotomy was done, and the peritoneum when 
opened again was found to be free from adhesions. 
There have been cases of ventral fixation in which 
the adhesions have disappeared. In these opera¬ 
tions, if the peritoneum is sewn to peritoneum, the 
result is not permanent; but when the peritoneum 
is sewn to muscle, the result is more lasting. If 
in colotomy the peritoneum of the bowel is sewn 
to the muscles of the abdominal wall, it is not 
found that the adhesion gives way. Therefore in 
ventral fixation I stitch the peritoneum of the 
uterus to the abdominal muscles, and not to the 
peritoneum. Of course it is not possible to say 
absolutely that the results are permanent until 
thirty or forty years have elapsed, but, so far as I 
can yet judge, the results are permanent. 

Another reason against the operation is in the 
alleged unfortunate results that accompany child¬ 
birth when ventral fixation has been done. Of 
those unfortunate results I can say I have never 
seen any or read of any which can be fairly attri- 
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buted to the operation. One reads of eclampsia 
and transverse presentations having followed, but 
these things occur in pregnancy when the uterus 
is not fixed, and I do not find in my reading of 
cases that they occur in any greater frequency 
with a fixed uterus than with a uterus which is 
free. My experience comprises several cases in 
which the patients have become pregnant after 
fixation, and have gone through labour without 
any ill consequences. One writer on the subject 
gives as an appalling result the fact that one preg¬ 
nancy in four has resulted in miscarriage. One in 
five is the ordinary average in pregnancies gene¬ 
rally. Of course ventral fixation affords no im¬ 
munity against difficult labour; such patients will 
get difficult labours as well as other people, but 
I see no reason to attribute this to the uterus 
being fixed. 

If you do ventral fixation and nothing else in 
bad prolapse the patient will go out well, but 
in the course of a few months she will come back 
complaining that her womb still comes down. 
When you examine her you will find that her 
uterus is not down, but well fixed up to the 
abdominal wall. Ask her what comes down, and 
she will point to the vagina. After ventral fixa¬ 
tion the lower end of the vagina often still be¬ 
comes inverted, remains thickened and cedematous 
and forms a protrusion which the patient notices 
and calls her womb. She is relieved, but not 
made completely comfortable. 

The best results are obtained by a combination 
of colporrhaphy and ventral fixation. If you 
narrow the vagina considerably and secure the 
uterus to the abdominal wall, the result is that 
the patient is relieved of her symptoms, and the 
benefit, to my own knowledge, lasts for years—I 
cannot say how many years. In order to be able 
to tell myself whether it was permanent, I should 
need to live to be a hundred. 

There are many ways of doing these operations, 
but they all come to the same thing. Different 
writers give their names to different ways of 
narrowing the vagina; they differ in the shape of 
the piece cut out and the way in which the stitches 
are put in, but the essential things are to make a 
large raw surface and bring the sides of that raw 
surface together. So long as you do that, it makes 
no difference whether the stitches are put in 
parallel to the long axis of the vagina, or across; 


whether the raw surface extends high up in the 
middle or high up at the sides. 

The material of which the stitches are com¬ 
posed is of more importance. I use catgut, to 
avoid the trouble caused sometimes in removing 
silk stitches. Sometimes you will be obliged to 
give pain in searching for the ends of silk liga¬ 
tures so as to remove them. The same remark 
applies to silkworm gut. Catgut is strong enough 
for the purpose, and you can leave the stitches to 
be absorbed. 

In ventral fixation also there have been almost 
innumerable modifications in the way of putting 
in the stitches, but it is not of great moment 
whether you put them in from side to side or from 
before backwards. The thing is to suture the 
uterus to the abdominal muscles, and I do that by 
putting in catgut stitches, which go through the 
muscles and through the uterine tissue. Those 
are left there, and there is another silk stitch 
which goes through the skin as well, and has to 
be taken out afterwards. I put in the silk stitch 
so that if the catgut should slip, as its knots will 
sometimes when the catgut gets soft, the silk 
stitch will support the uterus. The silk stitch 
should be removed after the end of the first week. 

There is one other result that has been reported 
as following ventral fixation, namely, that the 
adhesion becomes elongated into a cord, and that 
cases have been known in which a loop of intes¬ 
tine has got nipped by that cord and become 
strangulated. It is true that a peritoneal ad¬ 
hesion does sometimes get elongated into a cord, 
but in the cases in which I have sutured the uterus 
to the abdominal muscle, and have examined the 
patient many months afterwards, I have found no 
such elongation has taken place. I saw a case 
some little time ago in which ventral fixation had 
been done about a year previously by somebody 
else, and in which the uterus w^as so low down 
that no one would have perceived from bimanual 
examination that anything had been done to fix 
it. But when the abdomen was opened there was 
a cord running from the abdominal wall to the 
uterus. I infer from this that if in any of my 
cases such a cord had formed, I should have had 
no difficulty in perceiving that the uterus was not 
in contact with the abdominal wall. I do not 
think such a cord is formed when the uterus is 
fixed to the abdominal muscles. By the combina- 
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tion of colporrhaphy and ventral fixation I think 
we can cure most cases of prolapsus. 

There is one other point to mention, namely, 
when the uterus has been prolapsed long, and 
exposed to friction, the cervix uteri becomes 
swollen, oedematous, and ulcerated. When I have 
operated for a uterus having a very thick cervix 
I have generally begun by amputating the vaginal 
portion. I do it because I think if the vaginal 
portion is inflamed and ulcerated the patient is 
better without it. There are some who think this 
is of much importance; but I do not think it very 
important, and I never do it unless the cervix is 
considerably thickened. 


SYPHILITIC AFFECTIONS OF THE 
TONGUE. 


BY 

CAMPBELL WILLIAMS, F.R.C.S. 


The ^ongue may be the seat of either primary, 
secondary, or tertiary manifestations of syphilis. 
The initial lesion or chancre is rarely seen in this 
situation, whereas the secondary or tertiary affec¬ 
tions of the organ are amongst the commoner and 
more frequently observed phenomena of the 
disease. The primary sore is usually found at the 
tip, edge, or else on the anterior third of the 
dorsal surface of the tongue. It is invariably re¬ 
corded as single, and is clearly defined, markedly- 
indurated, being raised above the surrounding 
level of the tongue. In the three cases that I have 
seen the lesions have been painful, attention 
having been first drawn to their existence through 
that medium. The pain varies according to the 
amount of mechanical irritation to which the 
ulcerated surface is subjected in talking or eating. 
Speech is only slightly affected. This is due to 
loss of mobility of the organ either through pain 
restricting free movement or to induration of its 
tissues. The sublingual lymphatic glands, together 
with those lying along the anterior border of the 
stemo-mastoid muscles, are implicated early and 
are markedly affected. They remain more or less 
enlarged and indurated for a considerable period 
after constitutional remedies have been employed, 
just as the glands in the inguinal region do subse¬ 
quent to penile inoculation. The chancre, when 


healed, leaves but little scar evidence of its pre¬ 
vious existence, and the site of its former activity 
might easily be missed in an ordinary’ examination 
of the tongue. The differential diagnosis rests 
between primary syphilis, epithelioma, tubercle, 
and gumma. The quickly following corroborative 
sequelae of primary syphilis would rapidly eliminate 
all doubt as to the nature of the lesion. 

During the secondary stage of syphilis the 
tongue is affected by roseolous and papular rashes, 
which appear synchronously with the dermal erup¬ 
tion, mucous patches, superficial ulcers, fissures, 
white patches, and superficial glossitis. It must 
be remembered, particularly in connection with the 
last-named condition, that an arbitrary classifica¬ 
tion of symptoms into a secondary or tertiary divi¬ 
sion is often more for convenience than for exact¬ 
ness, in that it facilitates description and nomen¬ 
clature. The two stages so frequently dovetail or 
overlap one another that the separation becomes 
artificial. Although superficial glossitis does not 
usually occur until, what, from point of time, 
would be deemed the tertiary period, nevertheless 
it frequently makes its first appearance during that 
epoch when other symptoms which are classed as 
secondary phenomena are either in evidence or 


liable to be evoluted. 

Roseola of the tongue is somewhat similar in 
appearance to the macules seen on the body. But 
its hue is of a deeper tint, owing perchance to the 
vascularity, mobility, and food irritation of the 
part If the surface of the organ be dried with 
a handkerchief, a procedure that should always be 
resorted to when examining a tongue, the rash 
will be seen to be not raised, or only very slightly 
so. It blanches on pressure. The eruption is 
often limited to a single spot, and seldom exceeds 
more than four or five. It usually affects the dor¬ 
sal surface, and seems to have a preference for the 
central portion of the middle and posterior thirds 
of the tongue rather than the edges or the anterior 
third. I have been struck by this fact, that it most 
often elects a surface that under ordinary circum¬ 
stances is less subject to mechanical irritation 
than the other portions of the organ. Also that it 
may appear on the tongue after the eruption on 
the body has faded. The papular manifestation 
is, of the two rashes, more commonly met with. 
Pathologically it is simply an intensification of the 
process that produces roseola, and its evolution 
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is merely an expression of increased virulency. 
The papules may be discrete, or they may coalesce 
and form an irregular shaped eruption, which, if 
dried, shows that exfoliation of epithelium is in 
process. This denudation of the surface, even 
when it stops at this stage, causes a sense of sore¬ 
ness, presumably through the withdrawal of the 
normal quantity of epithelial protection to the 
sensory nerve terminations. Owing to inherent 
activity, or to mechanical or other irritation, the 
papules frequently break down, forming ulcers. 
Otherwise their presence causes little inconveni¬ 
ence. Mucous patches, or, as they are also termed, 
mucous tubercles, condylomata, are to all intents 
and purposes simply papules of the mucous mem¬ 
brane that have been modified in appearance by 
the local circumstances of moisture. The upper 
epithelial layers become sodden, of an opaque 
white colour, and friable, so that it requires but 
little mechanical effort to cause detachment. The 
superficial ulcers and fissures that so commonly 
affect the tongue arise in this manner. The tip 
and edges, owing to their greater liability to fric¬ 
tion, are most commonly affected. One will in¬ 
variably find a determining cause for them in the 
presence of a sharp edge or cusp of a tooth, a 
jagged stump, tartar, or the scratching caused by 
an irritating denture. I have had several cases in 
which the development and distribution of the 
subsequent ulcers and fissures could be traced to 
the last-named cause, notwithstanding that they 
had worn their plates for considerable periods 
prior to syphilitic infection without their causing 
inconvenience or irritation. It may happen that 
the condition will resist combined local and con¬ 
stitutional treatment until the patient either dis¬ 
cards his artificial teeth or gets fitted with a new 
denture, the posterior or terminal edge of which 
is bevelled and smooth, extending backwards be¬ 
yond the zone of irritation so as to impinge, if it 
does so at all, on an unbroken surface of the 
tongue. In a case where the dorsal surface of the 
organ was severely affected by contact with, as 
far as the finger could tell, an apparently smooth 
posterior border of a metal plate, the fissures and 
ulcers were distributed in the form of a wide V, 
which contour corresponded exactly with the 
shape of the denture’s border. I got the patient’s 
dentist to make him a new set in vulcanite. He 
, prolonged the palated portion backwards, after the 


manner of an obturator, so as to give a perfectly 
smooth surface for extrusion and retraction of the 
tongue. The result was that the lesion, which 
had been refractory to alL treatment, healed within 
a fortnight and has remained so. 

Treatment .—The initial lesion, as seen on the 
tongue, rapidly yields to a combination of local 
and constitutional remedies. Locally I have found 
that “ pickling ” the organ in the following mouth¬ 
wash acts rapidly: 

Hydrarg. perchloridi. \ gr. 

Glycerini boracis ... ... 5 U 

Aq. dest. ... ... ad 3j 


Label “ Poison.” Not to be swallowed. Hold 
a little in the mouth three times daily for five 
minutes, so that the tongue thoroughly soaks it in. 

Medicinally mercury is the mainstay. One has 
the choice of the various methods of employing 
it. Pills, mixtures, inunctions, volatilisation, or 
intra-muscular injections are all at the patient’s 
disposal. It rests with the medical man to sug¬ 
gest whichever he may think most advisable and 
suited to the circumstances of the patient’s state, 
time at disposal for treatment, and ability to bear 
expense. Many syphilitics are young men with 
short purses, and unable to afford mercurial rub¬ 
bings, vapour baths, or even intra-muscular injec¬ 
tions. The latter, to be effective, entail a weekly 
visit and presumably a fee, and, if less costly than 
baths or rubbings, would still in many cases entail 
a greater pecuniary sacrifice than the patient can 
afford. Where time and expense are no object to 
the sufferer, I recommend mercurial inunction in 
preference to other modes, and, to my way of 
thinking, it is superior in its effects to any other 
method, and specially suitable for lingual affec¬ 
tions, which so usually coexist with dyspeptic con¬ 
ditions. But it requires the patient to give him¬ 
self up to the attention of his rubber for at least 
one hour daily. That includes the preparatory 
bath, the inunction, and the after-rest. 

The ointment that I order is: 

Ung. hydrarg. (made c lanolin) 3j 
01. olivse opt. ... ... ... 5j 

Divide into eight packets. One packet to be 
rubbed in after the hot bath, iff which the patient 
sits to clear the pores of the skin. It takes a 
good rubber about twenty minutes to properly 
inunct a drachm packet of ointment. The amount 
will probably have to be decreased to 40 grains 
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after five days, and a further reduction may be 
necessary later on. The state of the patient’s 
mouth would regulate any decrease in the amount 
that might be deemed advisable. A course con¬ 
sists of forty-two rubbings. The patient’s weight 
should be watched. Some people become anaemic 
under this method of treatment and lose flesh. 
Iron should be given during the course. The 
teeth should be cleansed night and morning, at 
the least, with camphorated chalk powder. The 
following wash should be used to rinse the mouth 


five or six times daily: 

£ Aluminae trisulphat. Jv 

Plumbi acetat.... ... 5iiss 

Ess. menth. pip. ... .. 5ss 

Aq. fervent ... ... ... Jxxiv 


Dissolve the salts separately—mix—filter—add 
the essence to the clear filtrate. 

Personally I am not very enthusiastic about 
intra-muscular injections of mercury. Comparing 
cases treated by this method with others in which 
rubbing or mouth medication had been employed, 
left considerable doubt in my mind as to its 
vaunted superiority. The latter modes certainly 
lack its discomfort Those who extol this line of 
treatment can hardly have essayed an injection in 
their own gluteal regions when they declare that 
the solutions of the sozoiodol or the succinimide 
of mercury are not painful. Try one and if it does 
not carry conviction, I would advise further per¬ 
sonal experiment with V\x of sal alembroth fluid, 
which is another of the advocated solutions. In 
the large majority of cases of syphilis that seek 
relief one is more or less compelled, by the 
patient’s circumstances, to resort to the adminis¬ 
tration of antispecific remedies by the mouth. 
The failure in this line of treatment is often due 
to the lack of sufficient opportunities for the medi¬ 
cal attendant to observe the effects of treatment. 
He may err by giving what is to the individual an 
overdose, but which to another patient might be 
either the exact dosage or on another an insuffi¬ 
cient one. Again, the power of absorption or 
assimilation in the stomach and intestines may 
be faulty. The remedies are not seized upon, but 
pass inert through the digestive tract. To be 
successful all these points must be watched for. 
In the pillular form of treatment the following are 
amongst the best. For a case with marked 
syphilitic anaemia‘with lassitude and dyspepsia: 


Hydrarg. e creta . i£ gr. 

Ferri redact ... . ... i gr. 

Quin, sulph. ... ... ... £ gr. 

Pepsini .. i£ gr. 

Pulv. opii ... ... ... £ gr. 

Ext. gent. ... ... ... | gr. 

Mix to make a pill. One thrice daily after food. 

Should the intestine be intolerant of mercury, 
either in the form of grey powder pil hydrarg or 
hydrarg biniodi, then this is often found suitable: 

51 Hydrarg. tannate ... ... gr. 

Pulv. opii ... ... ... \ gr. 

Ext. haematoxylin ... ... ii gr. 

One pill thrice daily. 

I often employ a nocturnal dose of iodide of 
potash in addition, especially when there is 
marked adenopathy present. Theoretically it 
should act as a chemical eliminant to the absorbed 
mercury by the action of the iodide on that drug. 
Practically the effect is to produce a more rapid 
healing of the initial lesion together with a de¬ 
crease in size of the enlarged lymphatic glands. 
Take tw r o series of cases, treat one lot with a 
nightly draught, and they will be noted to be in a 
better condition than those from w'hich it is with¬ 
held. The formula that I use contains small 
doses of liq. arsenicalis, if stomachic conditions 
do not contra-indicate its use, for the purpose of 
modifying iodic acne. 

5 c Potas. iodidi ... ... 5-7-10 gr. 

Liq. arsenicalis ... ... IT3-5 

Syr. aurant. ... ... 5 j 

Aq. chloroformi ad 3j 

This dose to be taken after the evening meal. 
Dilute the draught with twice its bulk of water. 

The treatment of mucous patches lies primarily 
in attention to the effects of the constitutional reme¬ 
dies. Their appearance may be taken as evidence 
that the balance of pow r er between the disease and 
the restraining remedies is unequal and against 
the latter. In that case it behoves one to attempt 
to increase tonic action and build up the tissues to 
a higher degree of invulnerability. But mitigation 
in severity can be affected by the use of the follow¬ 
ing paint which rapidly causes their disappearance. 


Hydrarg. bicyanide 

5 8 r - 

Glycerini boracis 

• •• 5 'j 

Glycerini carbol. 

... nix 

Aq. dest. 

3J 


Label “ Poison.” This paint to be applied by 
means of a camel’s-hair brush to the part night 
and morning. 
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When I paint the spots myself I use (20) 
twenty grains of the hydrarg. bicyanide instead of 
5 grains. This is too strong and poisonous a 
preparation to trust out of your own hands. It 
causes considerable burning immediately after its 
application. But this quickly passes off. The 
result is rapid and admirable. In the treatment 
of fissures of the tongue it is, to my mind, much 
superior to the chromic acid pigment. Another 
plan is to pickle the oval cavity with the hydrarg. 
perchlor. and boric mouth-wash previously recom¬ 
mended. 

White patches .—These usually appear on the 
tongue, but sometimes affect the inner surface of 
the lips and cheeks, as well as the fauces. At 
first glance they look somewhat like the leuko- 
plakic condition. But on closer examination they 
will be seen to be slightly raised above the surface, 
and that epithelial proliferation has occurred. 
These patches appear two or three years after in¬ 
fection, and their origin has been ascribed to an 
hypertrophy of the epithelium at the site of a 
former papular eruption. The condition is rather 
intractable, liable to relapse, and requires pro¬ 
longed mercurial treatment, together with close 
attention to the digestive condition for its removal. 
I will here say what I shall have occasion to 
repeat. One will often find on more intimate 
acquaintance with a patient’s mode of life, and his 
ideas of what constitutes plain living and absten¬ 
tion from all sources of irritation, such as tobacco, 
spirits, or condiments, that in practice they do not 
correspond with those of the doctor, or with the 
regime which, from the patient’s assertions, one 
believed was in vogue. 

Superficial glossitis (synon. : superficial sclero¬ 
sis, syphilitic leokoplakia, psoriasis linguae, tylosis 
linguae, ichthyosis linguae syphilitica).—Super¬ 
ficial glossitis frequently begins to show signs of 
development a year to eighteen months after the 
primary syphilitic infection. Although the com¬ 
plaint is, from a pathological standpoint, of the 
nature of lesions of the tertiary period, and also the 
fact that its slow progression to full development, 
is marked by years, nevertheless its initial mani¬ 
festation occurring at a time when symptoms that 
are classed as secondary may still be present, or 
liable to evolution, would lead one to put it on 
the border line and to class it as a late secondary 
phenomenon with progressive tertiary tendencies. 


On the other hand , in the large majority of cases 
of superficial sclerosis, the advent is not noted 
until years after all secondary symptoms have 
ceased to appear. The starting point is often the 
immediate neighbourhood of an ulcer, fissure, or 
its scar. In early cases, where the patch or 
patches are small, discrete, and circumscribed, 
they can usually be found to have been originated 
by a definite point of irritation. When the con¬ 
dition is diffuse or general, occupying a large area 
of the tongue, it would be more rational to account 
for the exciting cause by some irritant that in¬ 
volves the major surface of the organ, such as 
tobacco, alcohol, and food. The rarity of this 
diffuse condition in women, non-smokers, and 
teetotalers is noticeable. 

In superficial glossitis the mucous and sub¬ 
mucous tissues become the seat of a spreading 
and progressive fibrosis. The anterior and middle 
portions of the dorsal surface of the tongue are 
the areas implicated by this lamellar overgrowth. 
The filiform papillae are destroyed, and the fungi¬ 
form usually share the same fate. But one or two 
of the latter may escape, when they look like small 
warts or granules on the otherwise smooth and 
shining surface of the patch. The delayed dis¬ 
appearance, if not the survival of some of the 
fungiform papillae, is probably due to the fact 
that the calibre of their arterioles is greater than 
those supplying their filiform neighbours, and that, 
therefore, occlusion by constriction, if it is not 
endarteritis, culminating in atrophy is less rapid. 

There appears to be no inherent tendency in 
these leukoplakic patches to undergo ulceration 
or to fissure formation. For such a condition a 
stimulus seems to be required. The differential 
diagnosis lies between whether you are dealing 
with a “ smoker’s patch ” in a non-syphilitic subject 
or with an allied and similar condition winch 
occurs in the course of and is predisposed to by 
syphilis. It is a controversial point as to whether 
syphilitic glossitis is a distinct syphilitic manifesta¬ 
tion or only, as some hold, ordinary leucoplakia 
occurring in syphilitic subjects. Epithelioma so 
often develops on the site of a sclerosed patch 
that it has come to be regarded as a recognised 
precancerous condition. 

Parenchymatous glossitis (synon.: diffuse sclero¬ 
sis, glossitis syphilitica sclerosa, diffuse gummatous 
infiltration).—Parenchymatous glossitis is a most 
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intractable and distressing tertiary manifestation. 
There can be no discussion as to its aetiology, as in 
the case of the superficial variety. This form of 
sclerosis is diffuse and involves the myofibrous 
structures of the tongue, whilst superficial glossitis 
practically always coexists. In fact, the whole sub¬ 
stance of the organ seems to be involved. During 
the stage of progressive infiltration, or hypertrophy, 
the tongue may become so enlarged that it consti¬ 
tutes what has been termed macroglossia syphilitica. 
At a later period the organ may undergo atrophy, 
shrinking considerably below the normal size. 
This is due to the contraction of the fibrous ele¬ 
ments which permeate its substance. Usually, 
however, the tongue remains enlarged and indu¬ 
rated. A typical specimen will show the dorsal 
surface to be irregularly nodulated with deep fur¬ 
rows or fissures intersecting the mucous mem¬ 
brane. The median fibrous intra-muscular septum, 
through contraction, forms a long, deep, antero¬ 
posterior rut, whilst more or less numerous fur¬ 
row’s or fissures course irregularly and transversely 
across the surface, marking it off, as it were, into 
lobules. Where superficial glossitis has developed, 
the mucous membrane is white and smooth and 
shining, but it is of a dull glazed red appearance 
in other parts. The filiform papillae have disap¬ 
peared, and but few of the fungiform ones remain 
over the affected area. The elevated surfaces of 
the lobules are liable to ulceration from mechani¬ 
cal causes, and the sides of the tongue are usually 
indented by the teeth. The breath is foul, either 
from ulceration or from the presence of decom¬ 
posed food around the gums. The power of 
speech is impaired, owing to decreased mobility 
and increased size of the organ. An heightened 
flow of saliva, together with the inability of the 
indurated organ to efficiently regulate its dis¬ 
posal causes the patient to dribble. Mastication 
is painful, either from the presence of fissures or 
ulcers, which are affected by any lingual muscular 
effort by their coming in contact with the circum¬ 
jacent teeth. Articles of food and drink that 
ordinarily would be unirritating, cause great dis¬ 
comfort. A similar condition of diffuse gum¬ 
matous infiltration of the lower lip may coexist 
with the lingual sclerosis and be a source of 
additional distress. In my experience the subject 
of this condition have often been “ erratically :J 
treated in the early days of the disease. Their 


initial treatment has often culminated in salivation, 
w r hich has been followed by a very irregular and 
spasmodic course of mercury. Their digestive 
powers are usually poor, and many have been 
tobacco-chewers, heavy smokers, or addicted to 
dram drinking. Parenchymatous glossitis re¬ 
sembles nothing but itself. It is this class of 
tongue which so frequently becomes the seat of 
malignant disease. Being already indurated, any 
ulceration that occurs will necessarily have that 
basis as a factor and thus cause it to be regarded 
w r ith suspicion. Superficial and parenchymatous 
glossitis claim in common our close attention for 
the removal of any source of mechanical irritation. 
The teeth should be examined and rough points 
rectified. If the cause be an ill-fitting denture it 
must be replaced by another so constructed as 
to remove the source of friction. Tobacco, spirits, 
together with food and drink of an irritating nature 
must be eschewed. The digestive organs must if 
necessary be assisted and sedated by appropriate 
treatment. In these cases inunction will be found 
of great benefit. The patient thus absorbs into 
his system antisyphilitic medicine without further 
impairment or irritation of an already enfeebled 
digestion. These cases of glossitis seem to be the 
result of a combination of circumstances. A triad, 
as it were, of syphilis, as the paramount chief, 
supported by gastric and mechanical agents. In 
a large number of cases financial considerations 
render inunction a personal undertaking for the 
patient. This is often a most unsatisfactory pro¬ 
ceeding. They do it in a half-hearted manner 
or irregularly. They do not object to swallowing 
pills or fluid medicines, but they w T on’t persevere 
with rubbing. Familiarity with the disease, if it 
does not breed contempt, often engenders a lack 
of thoroughness in following out prescribed treat¬ 
ment. Considering the relationship that so fre¬ 
quently exists between the diseased tongue and 
dyspeptic condition, one is loth to order mixtures 
that are apt to upset even the normal stomach. 
But since there may be no alternative to such a 
course, I append one, which can scarcely be 
classed as a stomachic tonic. 


Hydrarg. perchloridi .. 

... iV g r * 

Potas. iodi 

... 5 g r - 

Ammon, carb. .. 

... 5 gr. 

Sp. chloroformi 

... nivij 

Inf. calumbae ... 

... 1 ) 

^ he taken, diluted with 

w r ater, thrice daily 


after f 
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The fissures may be painted with bicyanide of 
mercury paint, and then the tongue may be ad¬ 
vantageously pickled in a boroglyceride mouth¬ 
wash. This is non-irritating and gives great relief. 

Gumma (synon.: gummata tuberculosa). — 
Gummata of the tongue are usually single, but 
occasionally they are multiple. They may be 
developed superficially, in the muco-submucous 
la/ers, or deeply in the muscular substance of the 
organ. The superficial gumma appears as a 
nodule, which seldom invades the deeper struc¬ 
tures to any depth. The deeper or interstitial 
gumma, if treatment be not employed, behaves 
precisely as similar lesions in other parts of the 
body, in that it eventually softens, breaks down, 
and by a process of disintegration of the confining 
structures discharges itself, leaving the well-known 
crateriform ulcer, the edges of which are raised, 
indurated, and jagged, whilst the base and sides 
are covered by an adherent whitish-yellow, chamois 
leather-looking slough. In the early stage gum¬ 
mata, whether they be superficial or deep, appear 
to the touch as firm elastic nodules. When noted 
early they may only be the size of a pea, but if 
unrestrained by treatment they gradually increase 
in size until they burst. The process in the first 
instance is one of connective tissue proliferation. 
The newly-formed structures soon become avas- 
cularised, owing to endarteritis narrowing and 
finally obliterating the lumen of the supplying 
arterioles. Softening and necrosis of the mass then 
follows. During their development they are painless, 
the main trouble being a sense of stiffness in the 
tongue and an impaired enunciation. Under suit¬ 
able treatment they readily heal by granulation, 
leaving a well-marked and puckered scar. The 
seat of election may be the sides or the centre of 
the dorsal surface of the tongue. The differential 
diagnosis of the superficial variety would be from 
a primary sore, a tuberculous nodule, a fibroma, 
or an epithelioma. The deep or intra-muscular 
form might be confused with a dermoid cyst. As 
a rule gummata do not appear until some years 
after infection. But this is not so always. One 
of the w r orst cases of lingual gumma that I have 
met with was in a cachectic young man who had 
contracted syphilis in the West Indies one year 
before this tertiary manifestation. The treatment 
consists of the administration of either iodide of 
potash, soda, or ammonia until the lesion has 


healed. Then the substitution of a mercurial 
course should be resorted to with a view and in 
the hope of a more permanent result than can 
be expected from the iodic remedies, which may 1 
be said to “ clear up, but not to cure.” 

Warts .—The most usual condition met with is 
that of a single wart, which appears on the mid¬ 
dorsal surface of the tongue from two to three 
years after the primary penile chancre. The 
subjects may be quite young people who have 
thrown off all signs of active syphilis. Moreover, 
the tongue may have hitherto escaped all implica¬ 
tion in the disease, or, if it had not, it was so 
trivial that it had not been recorded. The most 
careful macroscopic examination of the surface of 
the organ fails to disclose, with the exception of 
the wart, any deviation from a normal and healthy 
condition of the mucous membrane. They are 
usually discovered accidentally, or in the course of 
ordinary examination of the mouth or throat. The 
wart usually inclines to the sessile configuration. 
Its colour is slightly in excess of that of the 
adjacent mucous membrane, whilst the papillae 
covering its surface look enlarged. They seldom 
exceed the size of a shirt-neck button, even when 
their growth is allowed to proceed unchecked. I 
have seen several which have remained stationary, 
showing no tendency to spread, for a considerable 
period. Notwithstanding that it causes no incon- 
venience to the patient, it should be removed for 
fear that in the future it might take on malignant 
activity. 

Glossitis (mercurial and iodic ).—A short de¬ 
scription of this condition is complementary 
to that of lingual syphilitic affections, in that 
it is the outcome of, for the individual, a too 
vigorous antispecific regime. Occasionally the 
tongue may be quickly and severely affected by 
the administration of small doses of mercury. In 
patients whose powers of elimination are impaired, 
for instance, by the presence of renal mischief, 
such as granular contracted kidney, one may get 
ptyalism and glossitis after the exhibition of only 
a few grains of hyd. c creta. As a rule, the con¬ 
dition is due to a prolonged excessive administra¬ 
tion of the drug. The subjects are usually dys¬ 
peptics whose dental arrangements are in need of 
attention. The organ never suffers alone, but 
only as a part of a general stomatitis. It may 
swell to an alarming size with comparative rapidity. 
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If seen at this stage, that portion of the mucous 
membrane that is not covered with thick fur is of 
a vividly bright red tint. A feeling of tension is 
complained of. Great discomfort is caused by 
salivary dribbling, together with the inability to 
talk or take food. The pressure of the enlarged 
organ upon the surrounding teeth quickly affects 
the continuity of tissue in a mucous membrane of 
which the vitality is already seriously impaired. 
The surface becomes abraded, and then pain of 
ulceration, together with foetor, are added to the 
patient's list of troubles. The displacement for¬ 
wards of the fraenum on to the sharp edges of the 
lower incisor teeth may lead to haemorrhage, 
through ulceration implicating the fraenal artery. 
In these cases the first remedial course to pursue 
is to immediately cut off the supply of mercury. 
This line of treatment is practicable in all in¬ 
stances, except where intra-muscular injections 
have been invoked. It is one of the drawbacks to 
this method of employing the drug. Should ptya- 
lism suddenly ensue, there are no means at our 
command of either nullifying or stopping the 
gradual absorption into the system of what is 
already in the tissues. One hypodermic injection 
of 1-1 ooth grain atropine sulph., together with the 
internal administration of 20 grains of chlorate of 
potash to the ounce of water thrice daily will give 
rapid relief. Locally the following mouth-wash 
acts as a comforting agent. 

Glycerini boracis .. .. 5'j 

Glycerini carbol. ... ... HI* 

Aq. ... ... ... ad 3j 

Hold a little in the mouth every hour for five 
to ten minutes. 

After prolonged usage of iodide of potash in 
large doses (I name this salt since it is the one 
most frequently prescribed), the mucous membrane 
of the tongue takes on a gelatinous appearance. 
The papillae covering the whole surface of the 
organ look swollen and sodden. There is an 
opaque, whitish jelly-like aspect of the entire 
tongue, which is increased generally in bulk. 
Consequently there is a greater or lesser degree of 
tooth indentation. In this particular class of 
tongue, ulceration is usually conspicuous by its 
absence. The condition gradually resolves itself 
on withholding the drug, or upon submitting the 
symptoms for which it was administered to Zit- 
mann’s method of treatment. 


WHEN TO OPERATE IN CASES 
OF INFLAMMATION OF THE 
APPENDIX. 

Three Clinical Lectures by 

C. MANSELL MOULLIN, M.D.Oxon., F.R.C.S., 

Surgeon and Lecturer on Surgery at the London 
Hospital. 


Lecture II. 


In my last lecture I dealt with those cases of 
inflammation of the appendix in which the attack 
is so slight that it is sometimes spoken of as 
appendicular colic. To-day I wish to deal with 
another group—:he group which, so far as the 
question of the time for operation is concerned, is 
the most difficult of all. In slight cases the rules 
which should guide us are clear enough. In grave 
ones, in which suppuration, or what is still worse, 
diffuse peritonitis, has already set in, the course 
to be followed is equally plain—there should not 
be a moment’s unnecessary delay; operation 
must be undertaken at once. But for all those 
cases, and the number is a large one, which 
occupy an intermediate position between these 
two extremes—cases in which the symptoms are 
beginning with severity, but in which there is as yet 
no definite evidence of the very grave complica¬ 
tion which I have mentioned—for these there are 
no well-defined rules as to when operation should 
be performed, and scarcely any as to whether an 
operation should be performed at all. Not only 
does practice vary widely in different countries, 
but it is very far from being uniform in the same 
hospital; and, as might be expected under such 
conditions, what rules there are are liable to the 
greatest variations. 

I am myself a strong advocate for early opera¬ 
tion under conditions which I will give you in 
detail later on. I am fully aware that the weight 
of what is sometimes called authority, but which 
is often in reality merely the dogmatic assertion of 
preconceived opinion, is against it in this country. 
But the cases which I have had under my own 
care, those which I have seen elsewhere, and the 
well-authenticated statistics of relative mortality 
which have been collected together by absolutely 
trustworthy observers, have convinced me that 
early recourse to operation will save many more 
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lives than the far easier policy of waiting upon 
events. 

A very brief account of the kind of case to 
which I am referring will suffice. .You have seen 
many such in our wards from time to time, but, 
unhappily, you very rarely see them at their 
beginning. The patient almost always waits a 
day or two before he comes to hospital. Then 
the chances are that he is admitted upon the 
medical side. It is no uncommon thing for 
the attack to have lasted three and even four 
days before he is brought under our notice, and 
by that time only too often events have shaped 
themselves already, and there is no choice left. 
It is with the events of the first three days that 
I am particularly concerned at the present 
moment. 

Let me recall to your minds a case that was in 
Gloucester Ward only a few months ago. The 
patient was a strong and healthy boy, seventeen 
years of age. Four days before we saw him he had 
been suddenly seized with violent pain in the 
abdomen. It was in the afternoon, not long after 
his dinner, which had consisted, among other 
things, of pickled pork. Before that he had occa¬ 
sionally suffered from attacks of what he called 
stomach-ache, and his bowels had occasionally 
been disordered, but there was no reason to think 
that his appendix had ever been seriously in¬ 
volved. The pain was very severe at first, mainly 
in front, around the umbilicus, and it made him 
feel sick and faint, so that he could not continue 
with his work. Then it fixed itself chiefly in the 
right iliac fossa and became continuous, without 
intermissions. Shortly before admission it had 
become much worse, and though it was most 
severe over the right iliac fossa, it had now spread 
over the whole abdomen. He had felt sick, but 
he had not vomited until just before admission. 
The bow'els had acted shortly after the beginning 
of the attack, not since. He had had some medi¬ 
cine of a character we could not ascertain, but 
probably not containing opium. 

On examination the face was flushed and the 
expression distinctly anxious. The tongue was 
dry and red. The pulse ioo, small in volume. 
The temperature 102 0 . Respiration was costal 
and shallow. The whole abdomen was swollen 
and moved very' slightly, and only in the upper 
part when a deep breath was taken. It was tender 


all over, but especially in the right iliac fossa. 
McBurney’s point was not marked. The muscles 
were firm and rigid, especially upon the right side. 
On light percussion the right iliac fossa appeared 
to be dull all over, and there was a sense of resist¬ 
ance there, but no definite tumour could be felt. 
When the patient was under an anaesthetic it was 
clear that the dulness was not uniform, and an 
ill-defined swelling could be made out extending 
upwards from Poupart’s ligament. The edge of 
this swelling could be felt with the finger in the 
rectum. The abdomen was explored with as liul’e 
delay as possible. The appendix was found to be 
entirely gangrenous, almost detached, and lying 
in some semi-purulent offensive fluid, which had 
already infected the general peritoneal cavity. In 
all probability the infection had taken place 
shortly before admission, when the symptoms sud¬ 
denly became worse and the pain spread over the 
abdomen. 

This course of events is by no means rare, 
especially in the case of first attacks, in which 
there are no old adhesions present to bind the 
structures together, and perhaps limit the exten¬ 
sion of the septic poison. I have met with several 
such, and in one at least I have been able, by 
timely operation, to prevent the occurrence of 
diffuse peritonitis. Others, who have made a rule 
of operating at an earlier date than is customary 
in England, have been much more successful. 
Mynter, for instance, in fifty-two cases of opera¬ 
tion for inflammation of the appendix (excluding 
those which were performed for relapses and for 
chronic disease) found the appendix gangrenous, 
but not yet perforated, in no less than thirteen. 
These thirteen all recovered after laparotomy. 
Two were operated upon in the first twenty-four 
hours, five on the second day, two on the third 
day, three on the fourth day, and one on the 
seventh. As he justly remarks in describing them, 
it is impossible to doubt that these thirteen would 
all have died under any other treatment, and that 
they were only saved by the prompt and early 
operation before perforation had occurred. 

Kelynack, it is interesting to note, distinctly 
recognises and describes the existence of this gan¬ 
grenous pre-perforative stage of inflammation of 
the appendix. According to him it may last from 
one to three days, occasionally longer; and he 
states that it is characterised by very severe pain 
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in the right iliac region. The wall of the appen¬ 
dix is undergoing more or less necrosis, but as yet 
it has not given way. When once this has taken 
place, and diffuse peritonitis has set in, the chance 
of recovery, whether laparotomy is performed or 
not, falls almost to zero. 

Sometimes these cases begin with acute sym¬ 
ptoms, as this one did. Sometimes there is 
nothing very alarming at first, and then from one 
moment to another everything changes for the 
worse. Not so long since there was a patient in 
one of our wards who could scarcely be induced 
to remain, so slight was the inconvenience from 
which he suffered, until, almost at a moment’s 
notice and without its being possible to assign 
any reason, perforative peritonitis suddenly broke 
out. It is admitted by all, even by those who are 
opposed to early operation, that at the beginning, 
when the appendix is inflamed, it is impossible to 
predict what the termination will be. Cases which 
seem very grave at the commencement may quiet 
down. On the other hand, the most serious sym¬ 
ptoms may suddenly declare themselves without 
warning of any kind. Whit, then, are we to do 
about operation? Given a case of inflammation 
of the appendix, in what we believe to be the first 
attack, are we to wait and hold our hands until 
there is definite evidence of suppuration or of 
diffuse peritonitis, leaving cases in which there is 
no such evidence to get well (so far as they can) 
of themselves? Or is it not better, if the sym¬ 
ptoms do not show definite signs of subsiding 
within thirty-six hours, to operate at once, on the 
ground that in such circumstances there is grave 
risk of suppuration or of diffuse peritonitis setting 
in; and that, even if the patient is so fortunate as 
to escape these, adhesions, or stricture, or some 
ether condition is likely to be left, which sooner 
or later will cause another attack? 

Before we can answer this we must ascertain, 
first, what is the rate of mortality when operation 
is postponed as it is at present, and compare that 
rate with the one which would prevail if lapar¬ 
otomy were performed at once in all cases alike; 
then, what effect postponing the operation has upon 
the prognosis in the case of those who come to 
operation at last; and, finally, what proportion of 
those patients who are said to recover without 
operation are really cured. I am afraid it will 
be found that in a large number of these the 
so-called recovery is an illusion. 


I will take the statistics collected by Dr. Haw¬ 
kins from St. Thomas’s Hospital. They are be- 


yond cavil or dispute. 

The 264 

cases 

are divided 

as follows: 





No. of 


Mortality 


Cases. Deaths. 

per cent. 

Non-suppurative local 



peritonitis . 

190 

— 

— 

Suppurative local 



263 

peritonitis . 

38 

10 

General peritonitis ... 


27 

75 ' 


264 

37 

14 


These, it must be remembered, are the cases 
admitted into hospital, and therefore more severe 
upon the whole than those which you are likely 
to meet with in private, in which the milder forms 
predominate. The general mortality was 14 per 
cent. Do you think that if every one of these 
cases had been operated upon at once, which is 
a far more extreme measure than that which I am 
advocating, the mortality w r ould have been nearly 
so high ? Would it have been 5 per cent. ? 
Would it not have been nearer 3 per cent., or 
even 2 per cent. ? 

But these cases of Dr. Hawkins represent mat¬ 
ters in much too favourable a light. Although 
these were patients admitted into hospital, it is 
highly probable that in a certain number of them 
the attack was a comparatively slight one, which 
began to subside wfithin twenty-four hours, and 
that the patient was practically out of danger in 
thirty-six. These cases must be left out. I do 
not propose operation for such. The percentage 
must be calculated from the rest, including w r ith 
them the cases’in which operation was performed 
for suppurative and general peritonitis; and this 
brings the mortality considerably above 14 per 
cent., for there is the same number of deaths 
with a smaller number of patients. 

I have no hesitation in saying that, looking at 
the question purely from the statistical point of 
view, without having seen the patients or passing 
an opinion upon the practicability of such a 
measure, operation at once would have been much 
more successful. Had all the cases which did not 
show distinct signs of improvement within thirty- 
six hours, including those which were at length 
operated upon for suppurative and general peri¬ 
tonitis, been operated upon within that space of 
time (supposing it had been feasible to do so), the 
mortality would have been much low r er than 14 
per cent., and not higher. 
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The next point to which I wish to call your 
attention is the influence which postponing active 
measures exerts upon the prognosis in the case of 
those who have to undergo an operation at last. 
If there is one thing less open to dispute than 
another, it is that in cases of local or diffuse 
suppurative peritonitis the prognosis after opera¬ 
tion depends upon the time at which it is per¬ 
formed. The longer it is postponed, the greater 
the risk. Nor is this merely a general impression. 
It has been proved by Fowler, who collected a 
large number of statistics bearing upon this point, 
and showed that eighty-three per cent, recovered 
of those operated upon in the first three days; 
sixty per cent, of those on the fourth day; fifty- 
eight per cent, of those on the fifth and sixth 
days; fifty per cent, of those on the seventh and 
eighth days; and only thirty-three per cent, of 
those upon the ninth and tenth. 

This has been summed up by Murphy in the 
statement that one half of all the patients, who 
would have recovered after operation, will die if we 
wait until the sixth day. Nothing therefore is 
gained, and a very great deal is lost, by postponing 
operation, even in the case of those who are 
suffering from local or general suppurative peri¬ 
tonitis. 

Finally, I must ask your attention to the con¬ 
dition of the cases of local non-suppurative peri¬ 
tonitis which are said to have recovered without 
operation. In the first place, I object to the terra 
non-suppurative. It is a pure hypothesis that there 
was no suppuration in these cases. I have no 
hesitation in asserting that suppuration is very 
much more common in connection with inflamma¬ 
tion of the appendix than is generally believed. 
It is by no means uncommon in these cases, after 
the temperature has been rising for several days, 
for it to drop suddenly with a feeling of intense 
relief, and for the patient to begin to mend forth¬ 
with ; and there can be little doubt that in many 
of these an abscess has formed and burst of itself 
into the intestine. It is still more common, when 
operating upon an old case of inflamed appendix, 
to find a dried-up mass of inspissated pus con¬ 
cealed behind the caecum. How slight the sym¬ 
ptoms may be in these circumstances you may 
imagine from the case of a little girl who was in 
Sophia Ward last July. The symptoms through¬ 
out were most indefinite. There was scarcely any 


rise of temperature, or local tenderness, or fulness 
in the groin. Yet, when an operation was per¬ 
formed by Mr. Dean, while I was away, inspissated 
pus was found. And this case does not stand 
alone. I have not the slightest doubt that sup¬ 
puration is much more common than is usually 
believed, and though it so happens that many of 
these cases get well in spite of the fact that an 
abscess has formed, it is not good surgery to trust 
to chance and leave an abscess there. 

This, however, is not the only point in connec¬ 
tion with the 190 cases which are said to have 
recovered without operation. There is another 
fact of very great importance in the matter of 
treatment. A considerable proportion of these 
—roughly speaking, one fourth—had already had 
a previous attack; and there can be little doubt 
that at least an equal number would have another 
attack sooner or later, and, perhaps, if they sur¬ 
vived, several of them. The number of cases 
in which relapse occurs is very variously estimated 
from 24 per cent, to 60 per cent. Even putting 
it at the lowest figure, it means that nearly fifty 
of these patients will have another attack and be 
compelled to run the same risk again. This is 
a contingency which must not be overlooked. 
It renders the result of the expectant method 
much more unfavourable, if at least one fourth, and 
perhaps one half, of those who survive are still 
exposed to this danger, while it does not affect 
in the least the surgical question of early opera¬ 
tion. Removal of the appendix precludes relapse. 
The present expectant treatment, with late opera¬ 
tion, certainly does not. 

I have not taken Dr. Hawkins’s statistics as in 
any way specially favourable to my argument. 
The mortality in our own hospital was estimated 
at over 20 per cent., and that at St Bartholomew’s 
and at the Middlesex at scarcely less. It may be 
taken as proved that for the class of case which is 
admitted into hospital, the average death-rate 
under the present method of treatment is at least 
14 per cent., and perhaps 20 per cent.; and that 
at least one fourth, and perhaps one half, of those 
who survive will suffer from one or more relapses, 
each one of which will expose them to the same 
risk. 

In my next lecture I propose to deal with the 
symptoms that are present in cases of inflamma¬ 
tion of the appendix, and the indications as re¬ 
gards operation which we can derive from them. 


Digitized by 


Google 



THE CLINICAL JOURNAL. 

Edited by L. Eliot Creasy. 


Wo- 373 . WEDNESDAY, DECEMBER 20 , 1899 . Vol. XV. No. 9. 


CONTENTS. 

*>AGK 

^Combined Degenerations of the 
Spinal Cord. By J. S. Risien Russell, 

M.D., F.R.C.P. l29 

*Case of Arterial Occlusion. By H. W. 

Syers, M.A., M.D. ... 138 

*When to Operate in Cases of In¬ 
flammation of the Appendix. Three 
Clinical Lectures byC. Mansell Moullin, 

M.D., F.R.C.S. Lecture III .139 

*A Wednesday Consultation at St. 
George’s Hospital. Mr. Bennett, Mr. 
Haward, Mr. Dent, and Dr. Penrose... 142 


• Specially reported for The Clinical Journal. Revised 
by the Author. 

ALL RIGHTS RESERVED. 


NOTICE. 

Editorial correspondence, books for review , etc., 
should be addressed to the Editor , 35a Welbeck 
Street, Cavendish Square, IV., Telephone No. 
904, Paddington ; but all business communications 
should be addressed to the Publishers, 22J Bar¬ 
tholomew Close , London, E. C. 

All inquiries respecting Advertisements should 
be sent to the Manager of the Advertisement 
Department , 115 Fleet Street, London, E.C. 

Cheques and Post Office Orders should be made 
payable to The Proprietors of The Clinical 
Journal, crossed “ London and Midland Bank” 

Terms of Subscription , including postage, payable 
in advance: for the United Kingdom, 15 s. 6 d. per 
annum ; Abroad, 171. 6 d. 

Reading Cases to hold Twenty-six Numbers of 
The Clinical Journal can be supplied at is. 6 d. 
each, or will be forwarded post free on receipt of 
is. 9 d.; and also Cases for Binding Volumes at is. 
each, or post free on receipt of is. id., from the 
Publishers, 2i\ Bartholomew Close, I^ndon, E.C. 


COMBINED DEGENERATIONS OF 
THE SPINAL CORD.* 


BY 


J. S. RISIEN RUSSELL, M.D., F.R.C.P., 

Assistant Physician to University College Hospital, and 
to the National Hospital for the Paralysed and 
Epileptic, Queen Square, London. 


Gentlemen, —The title of my lecture, “Com¬ 
bined Degenerations of the Spinal Cord,” naturally 
includes a number of affections which differ from 
each other, both in regard to etiology, symptoma¬ 
tology, and the precise changes revealed by a 
study of their morbid anatomy. The affection 
known as Friedreich’s disease or hereditary ataxy 
obviously belongs to this group, in that various 
tracts in the spinal cord are involved in combina¬ 
tion, notably the posterior columns, the cerebellar 
tracts, and the lateral pyramidal tracts. So, too, 
the closely allied disease cerebellar heredo-ataxy, 
in which the morbid process would appear to tend 
to begin at the cerebellar end of the cerebello¬ 
spinal system, as opposed to the spinal end, as is 
the case in Friedreich’s disease, is characterised 
by a combined affection of tracts in the spinal 
cord in addition to such morbid changes as have 
been met with in the cerebellum. Locomotor 
ataxy or tabes dorsalis is a disease characterised 
by a degeneration of the first afferent neuron, and, 
as you are aware, the most pronounced change 
observed is the sclerosis of the posterior columns. 
Although the statement of certain authors that the 
lateral columns of the cord are sometimes affected 
in tabes, as a result of the same morbid process 
that gives rise to the sclerosis of the posterior 
columns, is an error, nevertheless, a combined 
affection of the cord may come about when the 
subject of tabes becomes attacked by hemiplegia 
due to vascular rupture or occlusion in one hemi¬ 
sphere of the brain, for there then results de- 
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gcending degeneration in the lateral pyramidal 
tract of the opposite side of the spinal cord, of the 
direct or ventral pyramidal tract on the side of the 
cerebral lesion, and to a variable degree of the 
lateral pyramidal tract on the same side. Speaking 
of tabes leads me to mention a near relative of the 
affection: I allude to general paralysis of the 
insane, which appears to depend on much the 
same etiological factors as tabes, though the 
determining factor in etiology allows of the neurons 
of association by the cerebral cortex succumbing 
first, as opposed to the first afferent system of 
neurons giving way primarily, as is the case in tabes. 
On the one hand the subject of tabes may develop 
general paralysis of the insane, and on the other the 
general paralytic may become the subject of tabes. 
But the patient suffering from general paralysis may, 
on the other hand, show signs of sclerosis of the 
lateral columns of the spinal cord, and such sclero¬ 
sis may not exist alone, but in conjunction with 
sclerosis of the posterior columns, so that we have 
a combined cord affection in which tracts of dif¬ 
ferent function are concomitantly involved. Lastly, 
there is a disease known as ataxic paraplegia, 
of which, like another disease, primary lateral 
sclerosis, we see instances, from time to time, in 
the course of our clinical work. That is to say, 
we see patients suffering from a malady, the mani¬ 
festations of which are most readily explained by 
assuming that we are dealing, on the one hand, 
with a combined tract affection of the cord, in 
which the posterior and lateral columns are both 
involved, and, on the other, with a disease in which 
the morbid process is limited to the lateral 
columns of the spinal cord. In so far as the 
primary lateral sclerosis or primary spastic para¬ 
plegia is concerned, we have no satisfactory data 
from the evidence supplied by morbid anatomy 
that any such disease exists as an independent 
entity. Morbid anatomy supplies various ex¬ 
planations for cases of the kind in which the 
clinical manifestations suggest a primary process 
affecting the lateral columns and limited to them, 
disseminate sclerosis claiming no small proportion 
of such cases. I have never seen a case of 
primary lateral sclerosis on necropsy, and I have 
also never seen a case of ataxic paraplegia on 
necropsy, so that, while far from denying the 
existence of the latter affection as a morbid entity, 
I am compelled to exercise a certain amount of 


1 caution with regard to this affection. The clinical 
course of these cases, like that of the hypothetical 
| primary lateral sclerosis, is said to be chronic and 
protracted, so that it is in our infirmaries that we 
should look for evidence on necropsy in support 
of, or as controverting the belief that either 
malady exists as a distinct entity. Nevertheless, 
it is not a little curious that diseases that may be 
of similarly chronic course, like tabes and dis¬ 
seminate sclerosis, come to necropsy at this 
hospital, and yet no instance of either primary 
lateral sclerosis or ataxic paraplegia has come to 
! my knowledge under similar circumstances. 

| Whether the chronic affection known as ataxic 
paraplegia exists as a distinct entity or not, there 
is a most important group of cases charac- 
; terised by combined degenerations of tracts of 
different functions in the spinal cord, and which 
; run a clinical course that is to be regarded as 
| subacute or acute rather than chronic, in that the 
affection may terminate in death any time within 
| the limits of three months and two years. It is to 
j this special group of cases that I wish to call 
! your attention this afternoon, and not to any of 
| the other forms of combined degenerations of the 
; spinal cord, which, as I have already pointed out, 
j might equally well be regarded as coming under 
the title of my lecture. We are much in need of 
I a good name by which this important group of 
cases may be distinguished from other forms of 
combined degenerations, but up to the present 
time no such has been forthcoming, and none of 
those that have suggested themselves to me can 
claim any special advantage over the title of this 
lecture, except that it might be well to prefix 
“ Acute,” as this would certainly exclude the other 
affections, which I have already indicated might 
j equally well come under the title “Combined 
1 Degenerations of the Spinal Cord.” A name that 
| is sufficiently distinctive would do much to estab- 
| lish this malady as the distinct entity that it is. 

! The disease certainly possesses a morbid anatomy 
of its own, and a symptomatology sufficiently dis¬ 
tinctive both to allow of the cases being recognised 
clinically and to permit of their being satisfactorily 
separated from other affections of the nervous 
system, so that a diagnosis may be arrived at with 
confidence in most, if not all, of these cases. 

So distinctive are the clinical and anatomical 
1 pictures, that it is surprising that the malady has 
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bad to wait so long for due recognition. As I have 
already suggested, the affection has not yet been 
assigned the separate place in our nosographical 
classification of diseases of the nervous system 
which its importance and individuality demand. 
This being the case, it will naturally be asked, 
what malady the subjects of this affection were 
formerly supposed to be suffering from ? Within 
my own knowledge cases of the kind have been 
regarded by competent observers variously as 
instances of myelitis, tabes, disseminate sclerosis, 
and peripheral neuritis; while an observer of such 
high standing as Striimpell admits to having 
diagnosed as tumour of the spinal cord a case 
which I am confident belongs to the group of 
cases with which I am now dealing; and any doubt 
that there might have been on the subject from 
a consideration of the clinical history alone is 
dispelled by the fact that on necropsy combined 
degenerations of the spinal cord were met with. 

ALiiology .—There is little definite information 
that I can give you with regard to the aetiology of 
this disease. Nothing in the antecedents of the 
patients throws any special light on the causation 
of the malady, and there is certainly no evidence 
in support of regarding syphilis as operative. 
Nor has any determining factor such as exposure 
to cold, debilitating disease, or trauma, been the 
immediate precursor of the clinical manifestations 
of the disease. Anaemia is such a prominent 
feature in the clinical picture of some of the cases, 
that the anaemia has been regarded as the cause of 
the cord changes; and it is, indeed, to those who 
first directed attention to what they regarded as 
pernicious anaemia with cord changes, that we are 
indebted for the first glimpses of the important 
morbid entity that we are now considering. When 
we come to consider the pathology of the affection 
I shall have Teason to point out in greater detail 
that the anaemia cannot be regarded as the cause 
of the spinal cord degeneration, for many of these 
cases run their clinical course without notable 
anaemia. There is much in the nature of the 
disease that suggests that it is the result of the 
action of some poison on the nervous system, 
and that when anaemia is present, the blood state 
also depends on the action of this poison rather 
than that the anaemia is to be regarded as the 
cause of the spinal cord degeneration. 

: Morbid anatomy w—The time at my disposal only 


allows of a brief reference to the morbid anatomy 
and pathology of acute combined degenerations of 
the spinal cord. As the name by which the affection 
is at present known implies, we have to deal with 
a condition in which a combination of tracts in 
the spinal cord are affected. The morbid change, 
however, is by no means limited to the confines of 
the known tracts, but overflows as it were into 
contiguous parts; and even the grey matter may be 
the seat of changes, though in no way comparable 
as regards severity with the changes seen in the 
white matter. In the most extensively affected 
parts of the cord, practically the whole of the 
white matter is affected, except that which imme¬ 
diately abuts on the grey; that is to say, the whole 
of the marginal area of white matter of the cord 
is affected, while a circle of more or less intact 
white matter surrounds the grey. In parts of the 
cord where the change is less extensive, the most 
marked damage is to the dorsal and lateral regions, 
and the ventral part of the cord in the region of 
the direct pyramidal tracts is also affected, while 
an area which varies in extent in different cases in 
the ventro-lateral region escapes. The extent of 
damage to the posterior columns diminishes as 
the caudal end of the cord is reached, while the 
affection of the pyramidal tracts becomes less and 
less as the medulla oblongata is approached ; but 
even in the sacral region a little degeneration is 
to be detected in the posterior columns, while 
scattered degenerated fibres are seen in the pyra¬ 
mids in the medulla oblongata. These statements 
prepare us for what is another fact as regards the 
distribution of the morbid changes, viz., that the 
greatest area of cord affected, as seen on transverse 
section, is in the thoracic region. A further fact 
that is not without its significance, and which has 
an important bearing on our conceptions of the 
pathology of. the affection, is that the tracts of 
nerve-fibres which are regarded as endogenous, in 
the sense that they are supposed to have their 
trophic centres in the grey matter of the spinal 
cord, are preserved to a greater or less extent; it 
thus happens that the’cornu-commissural zone in 
the posterior columns escapes, and that the septo¬ 
marginal tract which abuts on the posterior median 
septum is also seen to be preserved in the lumbo^ 
sacral region of the cord. 

The precise condition seen on microscopical 
examination depends on the part of the'affected 
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area that is under observation. At the margins of 
such parts, and in the less affected regions of the 
cord, isolated degenerated fibres are seen, the 
myelin sheaths of which are undergoing an acute 
degeneration, and there is no evidence of any 
interstitial change. On tracing the morbid pro¬ 
cess towards the central parts of the affected area, 
there is a gradual transition in which the morbid 
process becomes more and more intense, so that 
there is next seen a zone in which the acute 
destruction of the nerve-fibres is so far advanced 
as to lead to falling out or absorption of the pro¬ 
ducts of degeneration, leaving large empty spaces 
bounded by interstitial tissue which is much 
thickened. As the most central part of the 
affected area is reached, where the change is 
evidently of longest standing, a dense sclerosis 
is seen, practically no nerve elements remaining, 
the whole area being occupied by a dense feltwork 
of interstitial tissue. When changes are seen in 
the grey matter, they usually consist in engorge¬ 
ment of the vessels, and in some cases minute 
haemorrhagic extravasations; there is a paucity of 
anterior horn-cells in some regions, while of the 
cells present many are distinctly atrophied. Any 
change in the cells of the lumbosacral region is, 
ks a rule, rather one in which there appears to 
be a certain degree of swelling of them. 

There is an increase in the number of vessels 
seen in the affected areas of the white matter, 
notably that of the posterior columns; they are as 
a rule engorged, and the walls of the majority of 
them are greatly thickened. Nowhere is any 
round-cell proliferation evident, either perivascular 
or interstitial, and, apart from the fact that the 
nerve elements are destroyed, and that they are 
subsequently replaced by sclerotic tissue, there is 
nothing in the appearances met with to suggest 
that the morbid process is a myelitis. Everything 
suggests that some toxin is acting primarily on the 
myelin sheaths of the nerve-fibres, and that possi¬ 
bly its action on the blood-vessels also accounts for 
the thickening of their walls, while, as secondary 
results of the destruction of the nerve elements, 
the products of degeneration may reasonably be 
supposed to give rise to the proliferation of inter¬ 
stitial tissue, and consequent sclerosis. 

Pathology .—Various views have been advanced 
as to the- aetiology and pathology of these acute 
bQfnbined degenerations of the spinal cord, and I 


propose to deal in the first place with that which 
regards anaemia as the cause of the cord changes. 
Two hypotheses have been advanced in this con¬ 
nection ; according to the one, nutritional changes 
occur in the nerve elements in consequence of the 
anaemia, while the other assumes that haemorrhages 
occur in the spinal cord, just as they may occur in 
the retina and other parts in severe anaemia, and 
that from the seats of haemorrhage is started the 
morbid process, which gives rise to the combined 
degenerations of the cord, to which I have already 
called your attention, and shown you examples in 
illustration. The latter hypothesis may* 1 think, 
be at once dismissed as inadequate to explain the 
state of things met with in these cases. In the 
first place, as has already been said, haemorrhages 
are rarely seen in the white matter in these cases; 
and* while it is true that minute haemorrhages have 
been detected in the spinal cord in cases of per¬ 
nicious anaemia, leucocythemia, and the like, it is 
inconceivable that such minute scattered haemor¬ 
rhages could ever give rise to the extensive changes 
met with in the spinal cord, as is seen in cases such 
as those which form the subject of this lecture. 

The other hypothesis in regard to the part played 
by anaemia in the pathology of these cases cannot 
be so lightly dismissed; but the points which 
militate against this view are that, while it is true 
that profound anaemia is a prominent feature in the 
clinical picture of some of the cases, it is not so in 
all. Some of the cases run the whole of their 
clinical course without anaemia ever becoming an 
obtrusive sign, so that if present it has been so 
slight as to escape observation. Then, again, even 
when anaemia has been a striking feature in the 
clinical picture, the sequence of events has by no 
means always been that the anaemia has been first 
observed, and that the spinal cord manifestations 
have been second in point of time; on the contrary, 
both appear and progress together in some cases, 
while in others the spinal cord symptoms have been 
in existence for some time before the anaemia has 
been detected. When the anaemia occurs it is, as 
a rule, progressive, and becomes pronounced, but 
I am not aware of any recorded case in which the 
changes found in the blood have been those which 
are supposed to be distinctive of pernicious anaemia. 
The anaemia may improve to a marked degree 
under treatment by arsenic and iron, but unhappily 

such improvement is not accompanied by any like 
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result in regard to the symptoms and signs indica¬ 
tive of structural changes in the spinal cord. 

Another fact which is opposed to the view that 
anaemia causes the spinal cord changes is that 
comparatively few cases of acute combined degener¬ 
ations of the spinal cord are met with, whereas, 
profound anaemias of various kinds are common. 
So, too, von Voss succeeded in. inducing pernicious 
anaemia in animals, but, although life was preserved 
in some instances as long as twenty-four weeks, no 
changes were found in the spinal cord like those 
met with in the cases of acute combined degener¬ 
ations in man. 

Some have supposed that the spinal cord changes 
have their origin in a disseminate myelitis, and 
there are some points which appear to support this 
view, the most striking being the fact that in the 
less affected parts of the cord small isolated islets 
of degeneration are to be seen. But even this 
evidence is not as strong as it at first sight seems 
to be, for, in my experience, such isolated islets of 
degeneration are nearly always symmetrically placed 
in corresponding regions of the two sides of the 
spinal cord. Moreover, although such areas are 
sometimes seen when the degenerative changes 
appear to be in their earliest stages, there is never 
anything to suggest an inflammatory reaction; 
nowhere in their vicinity, or elsewhere, is there the 
slightest sign of the round cell proliferation so 
characteristic of the acute stages of a myelitis. 
Then, again, myelitis has no respect for one class of 
nerve element as compared to another, but attacks 
indiscriminately grey and white matter, and where 
any selective tendency is seen, it is the grey matter 
rather than the white that is prone to suffer, whereas, 
as I have said, the changes in the grey matter in 
these combined degenerations of the cord are 
always less marked than those in the white matter, 
and, with pronounced changes in the white matter, 
no notable change may be detected in the grey. 

Yet another view is that the blood-vessels of the 
cord are primarily at fault, the necrotic changes 
commencing in the immediate vicinity of vessels 
with thickened walls. While it is true that vessels 
with altered walls are sometimes seen in connec¬ 
tion with the areas of degeneration, it is equally 
certain that in other cases the vessels in such 
necrotic patches have perfectly healthy walls, 
while in other cases vessels with much thick¬ 
ened walls are seen in perfectly healthy parts of the 


spinal cord where no trace of any degenerative 
change is to be seen. There is, however, some 
reason to believe that the topographical distribution 
of the degenerative changes in the spinal cord zi ay 
depend on the source of the blood supply, for it is 
in the parts supplied by the peripheral vessels de¬ 
rived from the pia-mater, whereas the parts which 
escape are those supplied by the anterior median 
arteries which supply the grey matter of the 
anterior horns, the white matter bordering on 
them, and the neck of the posterior horns, includ¬ 
ing Clarke’s columns. This fact that the distribu¬ 
tion of the degeneration corresponds with the 
blood supply derived from the pia-mater led to 
Marie’s hypothesis that some combined degenera¬ 
tions of the spinal cord depend on a pachymenin¬ 
gitis, with consequent interference with the nutrition 
of those peripheral parts of the cord which depend 
on the pial vessels for their nutrition. Much as 
the distribution of the cord change harmonises 
with such a hypothesis as that advanced by Marie, 
there is nothing further to support it in the class of 
case which forms the subject of this lecture, for in 
none of the spinal cords that I have examined in 
which the changes of acute combined degenera¬ 
tions have been present has there been the slightest 
sign of pachymeningitis. 

There still remains for our consideration a view 
that supposes that the deleterious effects on the 
spinal cord, however induced, are primarily opera¬ 
tive on the grey matter, and that such changes as 
occur in the white matter are secondary to the 
changes in the grey. This hypothesis may best be 
characterised as flimsy, for, as has already been 
said, the changes in the white matter are out of all 
proportion to those met with in the grey; and, 
moreover, the very tracts that might reasonably be 
expected to degenerate in consequence of any 
destruction of the grey matter are just those that 
escape, viz. the tracts of endogenous origin, such 
as the septo-marginal tract and the fibres of the 
cornu-commissural zone. 

A review of the various hypotheses that have 
been advanced in explanation of the etiology and 
pathology of the acute combined degenerations of 
the spinal cord thus finds us without any very satis¬ 
factory explanation to account for the profound 
changes met with in the cord in these cases, but 
I have not yet exhausted our stock of suppositions. 
Indeed, I have reserved for consideration until now 
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the hypothesis that appears to me to best accord 
with all that we at present know of this important 
disease, both in regard to its clinical course and 
morbid anatomy. It is that we have in this affec¬ 
tion an instance in which some toxin, generated we 
know not how, makes its baneful influence felt by 
the myelin sheaths of the fibres of the spinal cord, 
which accordingly undergo a process of acute 
destruction, and that to the irritative effects of the 
products of degeneration is to be ascribed the 
increase of interstitial tissue which results as a 
secondary consequence. For some reason, at 
present unknown to us, this poison produces its 
destructive effects chiefly on the parts supplied 
by the blood-vessels derived from the pia- mater, 
whereas the parts supplied by the anterior median 
arteries escape. This is, however, no more curious 
than that a morbid process should pick out a part 
in the supply of the anterior median arteries, as 
occurs in the case of acute anterior poliomyelitis. 
Moreover, the distribution of the morbid change 
in the combined degenerations may not depend on 
the vascular supply, but rather on the fact that in 
the areas of the peripheral supply are situated 
those tracts which have a long course, so that in 
much of its course the nerve fibre is far removed 
from that part of the neuron on which its nutrition 
depends—viz. the cell,—and consequently it may 
reasonably be supposed that it more readily 
succumbs to the effects of any deleterious influ¬ 
ences, whether that influence be exerted on this 
part of the neuron alone or on the whole neuron, 
including the ceil; for in either case it is the part 
furthest removed from the trophic centre (the cell) 
that is likely to suffer first and to the greatest 
extent. The thickening of the vessel walls may 
be ascribed to the direct action of the same poison 
on them, or to the secondary irritative effects con¬ 
sequent on the presence of the products of degene¬ 
ration by the nerve elements. It is, however, reason¬ 
able to suppose that when the vessel walls become 
thus altered the consequent defective irrigation of 
the nerve elements cannot be without its deleterious 
effects, and that, accordingly, it is not improbable 
that a defective state of nutrition from this cause 
may make the nerve elements less capable of with¬ 
standing the harmful influences of the poison, 
which is really responsible for their serious destruc¬ 
tion. 

The toxic view also serves to explain the occur¬ 


rence of anaemia in some of the cases of combined 
degenerations of the cord, for it seems highly pro¬ 
bable that the blood change is another result of the 
action of the same poison that has such a baneful 
influence on the spinal cord, or that this poison so 
disturbs metabolism as to lead to the generation 
of other toxins which are responsible for the causa¬ 
tion of the anaemia. According to this view, then, 
the same poison is primarily responsible for the 
cord changes and for the anaemia. It cannot, how¬ 
ever, be reasonably supposed that the anaemia, 
having been induced, is without its harmful influ¬ 
ence on the nutrition of the spinal cord as a whole. 
On the contrary, in the presence of the anaemia the 
nerve elements may the more readily succumb to 
the destructive action of the toxin, the lowered 
state of nutrition of the neuron rendering it less 
capable of resisting the deleterious action of any 
poison. 

Symptomatology .—The precise mode of com¬ 
mencement of the malady, in so far as this is 
manifested by symptoms, varies in different cases. 
Weakness of the lower extremities is usually the 
first symptom to attract the patient’s attention, and, 
as far as can be ascertained from the history in 
such cases, this manifestation is a real loss of motor 
power in many of the patients, but in others it seems 
equally evident that what is described by the 
patient as weakness in the lower extremities is in 
reality a motor disability depending on an inco¬ 
ordination or ataxy of the limbs. However, 
whether a true motor paresis be the first symptom 
or not, this defect is usually not long delayed, in 
that it is soon added to whatever other manifesta¬ 
tions the disease may have engendered as the 
initial clinical signs of its presence. 

Subjective sensations, such as numbness, tingling, 
and the like, may occur early in the feet and hands, 
or such disturbances may be the earliest signs of 
the malady in exceptional cases. In one case that 
I have been able to place on record, through the 
courtesy of Dr. Ferrier, the patient was unable to 
bear heat to the lower extremities; his trousers felt 
damp (though this was not really the case), and he 
had the subjective feeling as if walking on wool. 

| A girdle sepsation, either in the form of a feeling 
1 of constriction round some part of the trunk or of 
actual pain of similar distribution, is frequent, and 
often appears early. In addition to this, Dr. 
Collier, the senior resident medical officer to 
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this hospital, has called my attention to a persistent 
pain that some of these patients complain of on the 
right side of the trunk in the region of the liver. 
In some subjects of the disease shooting pains are 
felt from time to time in the lower extremities. 

Some disturbance of the action of the sphincters, 
especially that of the bladder, is common, and 
usually is not long delayed after other evidences 
of the malady become manifest. In some there 
is precipitancy of micturition, in others retention, 
-while in others there is early relaxation of both 
sphincters. 

It is exceptional for the first manifestations of 
the affection to become evident in the upper ex¬ 
tremities, though tremor of the hands was first 
noted by a man, the subject of disease, in whom, 
however, this phenomenon had been preceded by 
loss of sexual power for a year before the defect 
in the upper extremities was noted. When the 
initial phenomena have been noticed in the upper 
extremities it has been in the form of some sub¬ 
jective sensation, such as numbness or tingling in 
the fingers, rather than any objective manifesta¬ 
tion, as in the case to which I have just referred. 

When patients suffering from this disease come 
under observation, the morbid process is already 
sufficiently advanced to make it obvious that we 
are dealing with a serious affection of the spinal 
cord, and to those familiar with the clinical mani¬ 
festations of the malady the phenomena present, 
and their combination, are sufficiently distinctive 
to allow of an accurate diagnosis being made. 

Most of the patients show no signs of wasting 
when they first come under observation; others, 
however, have already commenced to suffer in 
this way, and, accordingly, present distinct evi¬ 
dences of general emaciation. Irrespective of the 
state of their nutrition, when they first came under 
observation, however, all emaciate subsequently, 
some of them to a very marked degree. Before 
there are evidences that their general nutrition is 
suffering, nearly all the patients show signs of 
wasting of the lower extremities, which condition 
may become marked as the disease progresses, 
under which circumstances there is found to be 
marked diminution in the degree of response of the 
muscles to the faradic current, though to the 
galvanic current there is no qualitative change in 
that K.C.C. > A.C.C. In extreme cases of this 
kind Dr. Collier has been unable, to obtain any I 


response from the muscles on electrical excitation. 
All the patients present some form of paraplegia, 
and in nearly all of them it is of the nature of a 
true motor paralysis. In only one case of the 
series from which I have drawn the clinical picture 
of the disease, as portrayed in this lecture, is it 
noted that there was inability to stand and walk, 
and yet no loss of motor power’was determined 
in the lower extremities as the patient lay in bed. 
In this patient, however, there was weakness ofi the 
trunk muscles, as evidenced by her inability to 
raise herself from the horizontal to the sitting 
posture without the aid of her arms, so that the 
defects of station and locomotion in this case 
may have depended on weakness of the trunk 
muscles, at any rate in part, rather than solely on 
ataxy or inco-ordination of the lower extremities. 

The paraplegia is either spastic in type, or the 
limbs are perfectly flaccid, with marked hypotonia 
in the muscles; but even in the latter group of 
cases there may be spasm of a persistent or inter¬ 
mittent character in some of the muscles, so that 
the lower extremities, otherwise flaccid, may be 
drawn up in bed and may present some adductor 
spasm. In the absence of permanent spasms 
there may be intermittent flickerings, causing 
slight spasmodic jerkings of the limbs from time 
to time. When the spastic type of paraplegia is 
that present, the limbs are either rigidly extended 
(the extensor variety) or the lower extremities are 
drawn up in bed, being flexed at the hip and knee, 
and all passive attempts to straighten them may 
fail (the flexor variety). A remarkable feature in 
these cases of spastic paraplegia is the rapid 
change to flaccidity which may come about, so 
that within so short a period as a week a con¬ 
dition of marked spasticity, with contracture, may 
give way to complete flaccidity. Flaccidity of 
the muscles of the lower extremities may thus only 
be noted as a sequel to previous spasticity; but 
in some cases the muscles of the lower extremities 
are flaccid when the patient comes under observa¬ 
tion, and there is nothing in the history of the ill¬ 
ness to suggest that spasticity of the lower extre¬ 
mities had been a feature in the case prior to the 
time when the patient came under observation. 
It thus seems reasonable and justifiable to assume 
that some of the subjects of acute combined de¬ 
generation of the spinal cord present evidences of 
a paraplegia which is flaccid from the onset, while 
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others only show signs of such flaccidity subse¬ 
quently to a period in the course of the malady 
when spasticity in the lower extremities has been 
the dominant feature in the paraplegia. It seems 
not improbable that some of the cases that are 
characterised by flaccidity early may subsequently 
show signs of spasticity, especially of the flexor 
type, and I have seen limbs in a state of extensor 
spasm in this disease become considerably more 
flaccid, and then subsequently show evidence of 
increase of spasticity again. 

Weakness is also noted in the upper extremities 
in some cases, while in others motor power is 
good, though in some of the latter class tremor 
and unsteadiness on movement has been present. 
Definite ataxy and inco-ordination in the move¬ 
ments of the upper extremities is present in some 
cases, and loss of muscular sense has also been 
determined in such patients. Even when there 
is true motor weakness of the arms, the condition 
approaches in no way the severity of the loss of 
motor power that is met with in the lower extre¬ 
mities. 

The trunk muscles sooner or later manifest 
weakness, and, as the terminal stages of the clinical 
course of the disease are reached, the intercostals 
and finally the diaphragm become similarly impli¬ 
cated, so tnat the cause of death may be directly 
due to the paralysis of the respiratory muscles. 

All the patients present evidences of anaesthe¬ 
sia and analgesia of the lower extremities, the 
intensity of which apparently depends on the stage 
at which the disease has arrived when the obser¬ 
vations are made; but there is usually a profound 
alteration as regards the degree of perception of 
both forms of sensory stimuli before the subjects 
of acute combined degeneration of the spinal cord 
die. The anaesthesia and analgesia also extends 
up on to the trunk for a variable distance in 
different cases, but never seems to be so marked 
in the upper limits of its distribution as is the 
case in connection with the lower extremities. A 
zone of hyperesthesia has been exceptionally de¬ 
tected at the upper level of the anaesthetic area. 
Objective defect of cutaneous sensibility in con¬ 
nection with the upper extremities has only been 
exceptionally met with, and even then the blunting 
has either been very slight, or there has only been 
a suspicion without any certainty as to its existence. 

Tendon-jerks .—The knee-jerks are, as a rule. 


increased, and they may be preserved or be in 
excess even when there is marked hypotonia of 
the muscles; but in those cases in which there is 
complete flaccidity, either as a primary manifesta¬ 
tion of the disease or following on a preliminary 
stage of spasticity, the knee-jerks are abolished. 
Ankle clonus is commonly present on both sides 
when the knee-jerks are. increased, and that, it 
may be, even with the calf-muscles, showing the 
most pronounced hypotonia. 

Plantar reflex .—The mode of response, as seen* 
in the toes, on stimulation of the sole of the foot, 
is, as a rule, such as occurs when there is an affec¬ 
tion of the pyramidal system, that is, the toes are 
extended instead of being flexed, as obtains in 
the normal adult, and the extension is, as a rule, 
best seen in the great toe. This sign is especially 
valuable as an aid to diagnosis in those cases 
in which there has been flaccidity with absent 
knee-jerks from the outset, for it is one of the 
signs that serves to distinguish this form of para¬ 
plegia from one due to an affection of the peri¬ 
pheral nerves. 

5 phincters .—Some disturbance of the sphincters 
is a constant feature. As has already been said, 
retention of urine may be an early symptom, and 
this defect commonly persists until death, necessi¬ 
tating the regular use of the catheter. Where 
loss of control over the sphincter has been noted 
early it has usually persisted; in one case both 
sphincters were paralysed, and the patient was 
unaware when the evacuations were passing; in 
another the patient was unconscious of the 
act of defalcation, and suffered from reten¬ 
tion of urine. Loss of control over the sphincters 
does not always persist after it has once become 
manifest, for I have known accidents owing to 
weakness over both sphincters, followed by a 
period in which they have been under voluntary 
control, which has been followed by retention of 
urine, necessitating the use of the catheter. 

Trophic and vaso-motor disturbances .—The ten¬ 
dency to trophic disturbance of the skin and sub¬ 
cutaneous tissues is great; every one of the 
patients develop a large sacral bed-sore if they 
live long enough, while in some sores also develop 
in other parts. In one case drops of hot water, 
which accidentally fell on the skin of the trunk 
of a patient, caused ulcers, which, however, subse¬ 
quently healed. 
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A striking feature in some of the cases is the 
amount of anasarca present in the lower extremi¬ 
ties ) this usually involves the feet and legs below 
the knees, though the whole of the lower etremi- 
ties may be swollen as a result of the oedema. 

Mental state .—As the final stages of the illness 
are approaching, nearly all of the patients the 
subject of this disease give evidence of a variable 
amount of mental change, which may only become 
manifest at night, and is always most marked then. 
Memory may be defective, they may be dull and 
slow of mentation, or they may wander and be¬ 
come delirious. At night the delirium is com¬ 
monly of a noisy character, and there may be delu¬ 
sions or hallucinations of sight. A noisy delirium 
may give place to a muttering variety before death 
closes the scene; or, on the other hand, the 
patient may simply become stupid and drowsy, 
and the stupor may gradually increase until coma 
ushers in death. 

Cranial nerves .—It is quite exceptional to meet 
with any defects in connection with any of the 
cranial nerves. The optic discs are normal, but 
in one case the patient complained of some defect 
of vision, and the discs were pale, though his 
pupils reacted naturally on exposure to light. It 
is not uncommon to meet with a little jerky un¬ 
steadiness of the eyes on extreme lateral move¬ 
ment to either side. This, no doubt, depends on 
the ocular muscles sharing in the general asthenia 
from which these patients suffer. In one case 
both external recti were weak, the one more so 
than the other, and convergent strabismus resulted. 
Ptosis was present in one case that came to 
autopsy, and in another probable instance of this 
disease transitory ptosis was an early symptom. 
The patient who complained of defective vision 
also said that he could not hear properly with 
one ear, and he was giddy. 

General condition .—As the advanced stages of 
the illness are reached, the patient looks and is 
desperately ill. In some of them anaemia is pro¬ 
nounced, and it seems not improbable that some 
such cases pass unrecognised, in so far as the 
spinal cord disease is concerned, and that they are 
returned as instances of deaths from pernicious 
anaemia. In other cases, however, anaemia appears 
to play no part in the clinical course of the 
malady. Headache may be complained of, and, 
even in the absence of cystitis, bed-sores, or pul¬ 


monary complications, the temperature is usually 
raised to a variable degree—it may be to about 
ioo° Fahr. 

Duration .—The disease runs a rapid eourse, and 
the average duration in the cases on which this 
lecture is chiefly based is ten months. The 
longest time that any patient of this series lived 
after the first manifestations of the malady was one 
year and three months, while one of the patients 
died in an unusually short space of time, in that 
this event resulted in three months from the onset 
of his illness. It has yet to be decided whether 
cases presenting a somewhat similar clinical pic¬ 
ture, though differing in that the rate of progress 
of the malady is much slower, belong to the same 
category, and depend on practically identical and 
similarly induced changes in the spinal cord. So, 
too, it has yet to be determined whether any of 
the patients, the subjects of the acute disease, 
escape death. In all the cases that have come 
under our observation at this hospital, in which 
the malady has been recognised clinically, death 
has resulted. 


The Medical Annual Synoptical Index to 
Remedies and Diseases. For the twelve 
years, 1887 to 1898. (Bristol: John Wright 
& Co.) 

In the Medical Annual Synoptical Index (1887 
to 1898) the practitioner has prepared for him, 
ready to hand and arranged in an excellent method 
for reference, a multitude of facts concerning the 
treatment of disease. For the twelve years, from 
1887 to 1898, a synopsis has been prepared of the 
volumes of the Medical Annual during that time. 
In the first part of the book the remedies are 
placed alphabetically, and under each name is an 
interesting resume of medical practice in regard to 
each agent from 1887 to 1898, incidentally 
affording a useful criterion of the value of 
methods. In Part II diseases are dealt with, and 
their treatment for the twelve years, arranged in 
chronological order. The idea of the book is an 
admirable one, and the execution of the task has 
been most worthily carried out. The volume is 
well printed, well indexed, and thoroughly deserves 
the high praise it has received from those best 
able to judge. 
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CASE OF ARTERIAL OCCLUSION. 

BY 

H. W. SYERS, M.A., M.D.Cantab., 

Physician to Out-patients, Great Northern Central 
Hospital. 


The following is a very clear example of that 
group of cases to which attention has been called 
by several observers, but especially by Mr. 
Hutchinson in the 1 Archives of Surgery/ April, 
1898. Several cases are brought together by Mr. 
Hutchinson in his paper, and he directs attention 
to the remarkable nature of the symptoms, and 
the difficulty in finding an adequate cause for the 
same. In the case reported below the patient 
was, to all intents and purposes, in perfect health. 
Without any apparent reason she was suddenly 
seized with severe abdominal pain, followed 
shortly by symptoms of occlusion of the left 
femoral artery. It is certainly most difficult to 
account for the facts in this case. The condition 
of the blood was in all respects apparently normal, 
certainly there was no anaemia. There had been 
no injury whatever, and there was not the slightest 
evidence that the vessels were in any degree 
atheromatous. The only possible explanation, 
and this is by no means a satisfactory one, would 
seem to be that the lesion was cardiac. No heart 
murmur could be detected at any period of the 
illness, it is true, but it is possible that a lesion of 
the nature of malignant endocarditis may have 
existed, situated entirely away from any valve, and 
possibly of very small extent. Admitting this, the 
symptoms may be easily explained as due to an 
embolus passing from the left ventricle into the 
aorta, and finally becoming impacted, probably in 
the external iliac of the left side. The final 
arrest of this embolus would possibly account for 
the severe pain coming on at the commencement 
of the illness. Against this view of the causation 
of the plugging of the vessel is the fact that the 
temperature was practically normal throughout, 
and also that there was almost entire absence of 
any acceleration or other disturbance of the car¬ 
diac action. The absence of murmur has been 
already referred to. Failing this explanation, it 
seems to me that it must be admitted that the case 
is an absolute enigma. At all events it is a re¬ 


markably well-defined example of the class of 
arterial affections to which reference has already 
been made, and as such cases are by no means 
usual, it seems worthy of being recorded. 

The patient, a single woman aged twenty-eight, 
had always been in good health, having had no 
previous illness except scarlet fever at the age of 
fifteen. Family history was entirely unimportant. 
The illness commenced suddenly on September 
2nd, 1898. She went to bed well on that evening 
and was aroused in the night with pain in the 
abdomen, of a cutting character and coming on in 
paroxysms. There was also vomiting and diar¬ 
rhoea. These symptoms continued for a day or 
two, when a feeling of “ pins and needles ” was 
experienced in the left foot, followed by a severe 
burning pain in the same locality. Numbness and 
inability to move the left foot quickly ensued, and 
the patient complained much of cramp in the left 
calf. This condition of affairs continued until 
admission to hospital on September 4th. On 
admission the patient was not anaemic, thin but 
healthy-looking, and complained of nausea and 
of pain, both in front of chest and in left foot and 
calf of left leg. Temperature on admission was 
ior6°; the tongue was moist; the pulse 96, 
feeble, regular, and compressible. Respiration 
was quiet and natural, and some herpes was 
present on the upper lip. Heart limits were nor¬ 
mal on percussion and palpation, and nothing 
abnormal was detected on auscultation. With the 
exception of a few crepitations at the bases after 
a deep inspiration, there was nothing abnormal 
in the pulmonary organs. The abdomen was not 
distended, but was generally tender on deep pres¬ 
sure. The kidneys could be easily made out by 
palpation. The specific gravity of the urine was 
1020; there was a faint trace of albumen, but no 
sugar. As regards the left lower extremity, the 
circulation appeared to have ceased as high as the 
knee, and the foot seemed to be in a condition of 
commencing gangrene. No material pulsation 
could be detected in the left groin. Things re¬ 
mained practically in the same state until Sep¬ 
tember 7 th, when the patient complained of severe 
throbbing pain in the left loin, and this region was 
very tender on pressure. There was nothing to 
remark in the abdomen, and the urine was now 
free from albumen. There was slight evidence of 
circulation in the left foot, which was, however, 
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cold. The symptoms of commencing gangrene 
had not increased. Vomiting was frequent at 
this time. On September 9th the temperature was 
normal, but the left leg and foot were in the same 
condition. No pulsation could be detected in the 
left femoral artery. Extreme tenderness, render¬ 
ing examination impossible, was complained of in 
the left loin. Heart sounds were perfectly normal. 
The foot and leg remained in exactly the same 
condition, the toes being cold and blue, and here 
and there dark red spots and bullae developing 
suggested incipient gangrene until September 
26th. About this time it was noticed that the 
necrotic appearance was less marked, and that the 
foot was maintained at a higher temperature than 
before. Pain, too, which had been previously 
severe in the left leg and foot, was now no longer 
complained of. On October 6th slight pulsation 
was felt in the left femoral artery. On the 10th 
it was noticed that the pulsation was getting 
stronger day by day. The leg and foot were 
much warmer, and the necrotic spots had almost 
disappeared. She could now move the left foot, 
and could also feel in the toes of the same. She 
was altogether much better. The improvement 
continued, and on October 17th the femoral pulsa¬ 
tion was yet more evident, though still far weaker 
than on the right side. From this time the 
patient improved rapidly. She soon regained full 
power of movement over the foot, and by Novem¬ 
ber 4th arterial pulsation was comparatively 
strong. Even slight touches were felt; the skin 
was intact and the foot quite warm. From No¬ 
vember 16th she got up each day, and was dis¬ 
charged on December 10th, 1898. Nothing more 
was seen of the patient until April, 1899, when 
she presented herself in the out-patient room. 
She was able to walk well, but complained of 
“ blisters ” on each toe of the left foot. On 
examining the patient, large bullse were found on 
each toe of the left foot, but otherwise the appear¬ 
ance of the foot was quite normal, and it was 
perfectly warm. On examining the left groin it 
was found that the pulsation of the left femoral 
artery was almost imperceptible. Her general 
health was very good, and the heart sounds, as 
before, were perfectly normal. The patient only 
attended once, and has not been seen since. 


[Deoember 20,1899. 139 


WHEN TO OPERATE IN CASES 
OF INFLAMMATION OF THE 
APPENDIX. 

Three Clinical Lectures by 

C. MANSELL MOULLIN, M.D.Oxon., F.R.C.S., 

Surgeon and Lecturer on Surgery at the London 
Hospital. 


Lecture III. 


In my last lecture I gave you my reasons for 
regarding the results of the present method of 
expectant treatment of inflammation of the appen¬ 
dix with late operation as most unsatisfactory. 
Under the present system, the mortality of cases 
sufficiently grave to be admitted into hospital is 
at least 14 per cent., and perhaps 20 per cent. 
The mortality of those actually operated upon for 
local abscess or diffuse suppurative peritonitis is 
much higher than it would be if the operation 
were performed at an earlier date. And of the 
cases which survive without operation, a large pro¬ 
portion, variously estimated at from 24 per cent, 
to 60 per cent., suffer from relapses, and have to 
run the risk again, perhaps more than once. I 
maintain that if a case does not show definite 
signs of improvement within thirty-six hours, it 
is wiser to operate at once than to trust to chance; 
for, as there is absolutely no control over the pro¬ 
gress of the disease, that, in plain words, is what 
it amounts to; and I propose to-day to deal in 
detail with the symptoms which should guide us 
in forming an opinion. 

I must not be understood to say that all cases 
must wait until thirty-six hours have passed. Not 
a few require instant operation, without waiting 
a moment more than is necessary to make the 
requisite preparations. I merely selected the limit 
of thirty-six hours because it is unusual for either 
suppuration or gangrene to have spread very 
widely within that time; because, if the symptoms 
definitely begin to subside by then, there is a 
reasonable hope that the case will terminate 
favourably; and because if the effusion continues 
to increase after that time no one can say what 
may not happen. Even if suppuration does not 
occur, it is very unlikely that resolution will ever 
be complete, or that the whole of the exudation 
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will be absorbed. Some of it is almost certain to 
become organised, and to tie the appendix down 
and distort it until complete recovery is impos¬ 
sible. 

It is no answer to this to say that cases which 
begin with great severity may suddenly get well of 
themselves, without operation, unless it can be 
proved that this is true of the majority, which it 
certainly is not. As I have already mentioned, 
in many of these the improvement is simply due 
to the fact that suppuration has occurred, and the 
abscess has accidentally burst into the bowel; or 
that the appendix has suddenly become released 
in some way. If this change for the better hap¬ 
pens in the course of the first thirty-six hours, 
advantage should undoubtedly be taken of it; but 
if it does not, it is folly waiting on the chance that 
it may. 

Mode of onset .—I attach very great importance 
to the suddenness with which the symptoms set in, 
especially in the case of a first attack. The more 
nearly they approach in mode of onset to those 
which are present in perforative peritonitis, due, 
for instance, to rupture of a gastric ulcer or of a 
Fallopian tube, the more urgent the case and the 
more dangerous delay. It makes no difference in 
this respect whether the actual outbreak has been 
preceded, as it often is, by vague and ill-defined 
symptoms of gastric disturbance, or whether it 
breaks out suddenly without warning of any kind. 
Sudden violent pain with collapse demands explora¬ 
tion. (Care, of course, must be taken to make 
certain that the symptoms are not due to some 
form of colic.) This holds good equally if there 
is a sudden exacerbation with symptoms of col¬ 
lapse, in the course of what appears to be a mild 
attack. 

Temperature and pulse .—Of these two, indi¬ 
vidually, the latter is much the more certain 
guide. If the temperature is high and the pulse 
rapid at the beginning of the attack, and there 
is no decided remission at the end of thirty-six 
hours, suppuration, or gangrene, or both, are im¬ 
minent—if they have not occurred already. The 
temperature, taken by itself, gives no certain indi¬ 
cation. It may be high from the beginning of 
the attack and fall within the specified time almost 
to normal; or it may be low from the very com¬ 
mencement; but if in either of these cases the 
pulse continues to be rapid, operation should not 


be delayed. The most dangerous cases of all are 
those in which there is a subnormal temperature 
with a small rapid pulse. Death may occur from 
septic absorption even before suppuration has set 


Allowance must, of course, be made for age 
and sex, and for the character of the patient; but 
if, at the end of thirty-six hours from the begin¬ 
ning of an acute attack of inflammation, while the 
patient is lying quietly in bed, the pulse taken on 
more than one occasion amounts to as much as 
no in a minute, I believe it is wiser to operate 
than to trust to chance. 

Vain .—Of all the local symptoms which mark 
the beginning of an attack, pain is the most signifi¬ 
cant from the operative point of view. Pain 
which comes on early and continues with severity, 
means that the wall of the appendix is seriously 
involved. It is quite true that in a few cases, in 
which the constitutional symptoms of septic 
poisoning greatly predominated, it has been re¬ 
corded that pain was absent throughout; but this 
does not detract in the least from its significance 
when it is present. Nor is it material whether 
it is referred to the umbilical region or to the 
right iliac fossa. The severity is the criterion. 
It is merely referred to the region of the umbili¬ 
cus for the reason that severe visceral pain is not 
uncommonly felt most acutely in the region sup¬ 
plied by the spinal nerves, which correspond to 
and communicate with the splanchnic ones in¬ 
volved. It is for this reason that cutaneous 
hyperaesthesia is so often associated with the pain. 

Tenderness on pressure .—This must be distin¬ 
guished from pain and from hyperaesthesia of skin. 
It is usually associated with muscular rigidity, and 
is always present over the right iliac fossa. In 
many instances the whole abdomen is more or less 
tender at the beginning of the attack; but if the 
case is going to end well, it begins to pass off 
before the thirty-six hours have gone. If it con¬ 
tinues, and especially if it grows worse, it is a 
sign that the irritation has spread to the general 
peritoneal cavity and that septic infection is im¬ 
minent, if it has not occurred already. McBumey’s 
point is not always to be felt; but when it is 
present, and is associated with other symptoms 
referable to inflammation of the appendix, it is a 
fairly sure sign that the peritoneum over the ap¬ 
pendix is involved, and that there is a certain 
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amount of inflammatory exudation, which may 
end in organisation and the formation of adhe¬ 
sions, or may lead to suppuration. The absence 
of McBurney’s point proves nothing. It may be 
due to the appendix occupying some abnormal 
position, or to the fact that the peritonitis is 
already diffuse. 

Tumour .—Dulness and a sense of resistance, 
even when the patient is under an anaesthetic, are 
usually present in the right iliac fossa from the 
first; but as a rule there is nothing that can be 
called a tumour until some time after the thirty- 
six hours have passed. 

There is a complaint known as stercoral typhlitis 
in which the symptoms are somewhat the same as 
those which are present in a case of mild inflam¬ 
mation of the appendix, with the exception that 
they are preceded by the appearance of a swelling 
in the right iliac fossa, said to be caused by the 
impaction of faeces in the caecum. It is as well 
to bear this in mind, and for that reason I men¬ 
tion it to you; but I cannot call to mind a case 
in our wards or in my own practice in which 
these symptoms have occurred in this order, or in 
which there has been the slightest difficulty in 
diagnosis. In inflammation of the appendix, the 
tumour is not due to the impaction of faeces. The 
faeces in the caecum, as you may see whenever the 
caecum is opened or colotomy performed upon the 
right side, are liquid; and although the caecum 
may be, and probably often is, full, there is never 
impaction. The tumour is made up of inflam¬ 
matory exudation around the bowel, of distended 
intestine, of the swollen and thickened intestinal 
wall, and sometimes of omentum. In cases in 
which the appendix hangs down in the pelvis, it 
may be perceptible only through the rectum, and 
in acute septic cases it is entirely wanting. The 
effusion is so scanty and diffused, and the intes¬ 
tinal wall so flaccid and collapsed, that the right 
iliac fossa is no fuller than the left. For some 
days the swelling, when it is present, is very ill- 
defined, except towards Poupart’s ligament. A. 
definitely circumscribed tumour indicates abscess 
(unless it is merely the thickened appendix), and 
is a sign that operation has been unduly deferred. 

Meteor ism .—I look upon the early occurrence 
of abdominal distension as one of the gravest 
signs, particularly if it follows a sudden onset, 
and in most instances requiring operation without 


delay. It does not always mean that peritonitis 
has set in. It may be merely due to the paresis 
of the intestinal wall, with consequent distension, 
which is not uncommon after abdominal injuries 
and operations; but it always means that the peri¬ 
toneum has sustained some very grave hurt; and 
when it begins in the right iliac fossa, and spreads 
thence over the rest of the abdomen, it may be 
taken as only too probable that the wall of the 
appendix is either on the verge of gangrene, or 
has actually given way. 

Vomiting is of little help. In the last three 
cases upon which I have operated there was no 
vomiting at all. It may occur if the onset is very 
sudden, and particularly if a heavy meal has been 
taken recently, but in such circumstances there 
would be other symptoms deserving of more re¬ 
liance than this. 

I must not be understood to mean that these 
are the only symptoms present when the appendix 
is inflamed. I have merely chosen the more pro¬ 
minent ones, and tried to point out when and 
under what circumstances they indicate the ad¬ 
visability of early operation. They may be all 
present, but they are very rarely equally well 
marked. I do not regard the absence of one, or 
even of several of them, as of any consequence. 
There may be no tumour. There may be no pain. 
The temperature may be normal. McBurney’s 
spot may not be marked. There may be no 
abdominal distension. Negative evidence in such 
a case does not weigh anything. One well-marked 
symptom is enough, and not only justifies but 
compels operation. If the onset is sudden, re¬ 
sembling that of perforative peritonitis, particu¬ 
larly if it is followed by severe pain or meteorism; 
if there is evidence of septic poisoning; if the 
pulse continues to be rapid, particularly if it in¬ 
creases in rapidity after thirty-six hours, whether 
the temperature is high or low; if the pain con¬ 
tinues to be severe; if there is increasing abdo¬ 
minal distension, with tenderness; if there is not 
a distinct improvement at the end of thirty-six 
hours; or if at any time in the course of a mild 
attack the symptoms suddenly become grave, I 
look upon operation as imperative. The alterna¬ 
tive is, literally speaking, trusting to chance with 
no small proportion of the odds against your 
patient. 
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A WEDNESDAY CONSULTATION 
AT ST. GEORGE’S HOSPITAL. 


Mr. Bennett brought forward a man, aged 
twenty-four, who three years ago fell from his 
horse and was kicked on the right knee. Some 
swelling occurred almost immediately, and the 
patient was laid up for nearly a month, at the end 
of which he seemed quite well. In March last 
some pain returned, and he was again laid up for 
a time. A month ago the symptoms became 
worse, especially after exercise, and then there 
were attacks of nocturnal increases of the pain. 
At the time of consultation there was no effusion 
into the knee* but on the inner side of the tibia, 
three quarters of an inch below the upper margin 
of the bone, there was a tender spot, very dis¬ 
tinctly localised and swollen, and pressure upon 
that spot produced characteristic pain. It was in 
this spot that the nightly attacks of pain were felt. 
The patient was in good health, excepting the 
knee, but the symptoms were now so troublesome 
that they interfered with the proper following of 
his occupation, that of a groom. Mr. Bennett 
thought they had to deal with one of two things: 
an osteitis in the situation indicated, or perhaps 
a commencing small abscess in the head of the 
tibia. In either case it appeared to him that the 
indication was to trephine the bone and expose 
the cancellous tissue, with the view first of all of 
relieving the tension, and secondly in order to 
clear out the diseased mass if it were found to be 
an abscess or a tuberculous collection. 

Mr. Haward said he agreed in thinking that 
the symptoms pointed to abscess, and thought 
that at any rate the case should be trephined. 

Mr. Bennett then showed a boy, aged sixteen, 
the subject of an old injury to the wrist. He fell 
off a roof two years ago and hurt his forearm; he 
was not able to say whether he fractured it or not. 
He had a deformity which was now very evident; 
the hand was turned towards the radial side, the 
relation between the styloid processes of the radius 
and the ulna being very much altered. From the 
point of view of diagnosis the interest lay in the 
question as to whether the case was one of Colles’s 
fracture or not. At first sight the radius ap¬ 
peared to be shortened, but on measurement it 


was found not to be so. The ulna, on the other 
hand, was abnormally long; the deformity there¬ 
fore seemed to be an overgrowth of the ulna, and 
if that were so it must have been the result of 
injury to the epiphysis at the time of the accident. 
The patient complained of some restriction of 
movement, and pain at the inner side of the wrist 
when he attempted hard work, and he said that 
the pain sometimes became so great that he was 
unable to do the work he ought to be able to do, 
and could do before the accident. Accordingly 
he came to ask whether any relief could be given 
him. Was it right to remove the end of the ulna 
in order to bring his hand back to its norma] 
position, and to restore the normal relation be¬ 
tween the level of the extremities of the radius 
and ulna? Taking the case as he saw it. Mi. 
Bennett thought the case had better be left alone, 
as the hand in its present state was of fair 
strength, and he doubted whether any improvement 
would come from operating. If the trouble in¬ 
creased later on, radical measures could be taken, 
but, in his opinion, sufficient improvement was 
not unlikely to occur without interference. He 
thought it would be wise to wait for six months 
or longer to determine whether the deformity was 
increasing, and then to proceed to operation or 
not as the circumstances indicated. If, however, 
his colleagues thought it better to proceed at 
once to operation, he saw no very great objection 
to doing so. 

Mr. Dent said he had no doubt that Mr. Ben¬ 
nett had stated what was the probable cause of 
the condition. He (Mr. Dent) had put up in the 
museum the cast of a young woman’s forearm with 
a similar deformity; the hand ultimately got quite 
straight again. He would leave the present case 
alone. It was true the boy could not do such 
hard work as others with a good limb, but he 
could not expect to have quite a normal wrist, 
even if an operation were performed. 

Mr. Dbnt brought a female patient, aged forty- 
six years, who in 1897 had her breast removed 
for scirrhoidal carcinoma. The progress of the 
case was similar to that of many of those cases 
of scirrhus. It recurred after a time, and he 
removed some fresh nodules. She came back 
again, and they could see now how the disease 
had progressed and how the arm had become of 
an inconvenient size. A few weeks ago, after con- 
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sultation, oophorectomy was carried out. The 
patient had had many children. Menstruation 
was, previously to the operation, going on nor¬ 
mally. The patient was put on thyroid extract, 
which she was still taking. The pain had 
diminished, but he could not say yet whether 
she had derived any benefit from the operation; 
cases as bad as this were said to have been much 
improved by that treatment. Her great trouble at 
present was the weight and uselessness of the 
arm; in fact, she had to nurse the bad arm with 
the good one. He had proposed to the patient 
the amputation of the limb. He had a patient 
now in the hospital who unquestionably had been 
immensely relieved by the removal of her heavy 
useless limb. His hope was that the thyroid and 
the oophorectomy might prove of real benefit. 
Not only was the arm very cumbrous, but the 
pain in it was very severe. He could find no evi¬ 
dence of abdominal cancer. 

The stump of the arm of the woman to 
whom he had referred healed well, but remained 
thick and swollen; the swelling in these cases was 
due to lymphatic obstruction. 

Mr. Bennett said that in a case such as the 
present any procedure was justifiable which ap¬ 
peared pretty certain to give the patient relief. 
Of course the operation suggested by Mr. Dent 
could not affect the disease; but it would almost 
certainly relieve the patient of very great pain and 
discomfort, and if she were prepared to submit to 
the distress occasioned by the operation, it should 
be done. Under any circumstances she could not 
live long, and if the treatment led to the rest 
of her life being more comfortable than it was 
possible or likely otherwise to be, it seemed right 
that she should have the benefit of it, seeing 
that there was little risk incurred. The mere 
relief of the oedema would be a source of great 
comfort. 

Mr. Dent brought forward a female patient, aged 
forty-two, who had had repeated attacks of biliary 
colic for sixteen years, off and on. She was not 
aware of having evacuated a stone. The pain was 
accompanied by jaundice, and the last attack 
occurred a fortnight ago. In consequence of 
these attacks her life was almost intolerable. A 
tumour could be felt in the region of the gall¬ 
bladder, and he believed it was due to a large 
collection of minute gall-stones. He proposed to 


do an operation consisting in the ablation of the 
gall-bladder altogether, if that were found pos¬ 
sible. As opinions were somewhat divided, the 
point he would raise was whether, if he found a 
fairly loose gall-bladder, elongated, packed with 
stone, feeling normal, and having, as he believed, 
got all the stones out, it was better to sew up 
that gall-bladder and return it into the abdomen, 
or to attach it to the skin ? His feeling was that 
if the gall-bladder was sound, it would be very 
much better to treat it intra-abdominally alto¬ 
gether; in that case a fistula would not have to 
be left, which often took a long time to heal. His 
first hope was that he would be able to remove 
the gall-bladder altogether. 

Mr. Bennett felt no doubt that this was a 
suitable case for operation. He thought the 
gall-bladder should be exposed and its contents 
dealt with. With regard to the question of the 
best treatment of the gall-bladder itself, raised by 
Mr. Dent, he was of opinion that, if it was suffi¬ 
ciently healthy, the sewing up of the wound in 
the gall-bladder, after the removal of the stones, 
and returning it into the abdomen, was the best 
treatment. Recovery in such circumstances was 
generally very rapid, and it was the plan he him¬ 
self always adopted,—provided, of course, that 
there was no doubt about the ducts being patent; 
that there was, in fact, no cause of obstruction in 
the ducts further down. If there was the least 
doubt on that score, drainage was obviously indi¬ 
cated. If the ducts were patent, the proper plan 
was, he thought, immediate suture. If the gall¬ 
bladder were found not to be sufficiently healthy 
for that, it must either be removed or drained. 
As Mr. Dent had rightly said, the fistula, which 
might last for two or three years in the drainage 
cases, was not only a distressing inconvenience to 
the patient, but in some respects was also a source 
of danger. 

Dr. Penrose brought a powerfully-built police¬ 
man. The history was that about a year ago he 
came to the hospital at the end of what was taken 
to be an attack of appendicitis. There was cer¬ 
tainly a little resistance, but nothing at all definite. 
Last June he had a second attack, apparently 
similar to the other, lasting about a week. He 
was then sent away to a convalescent home, where 
he seemed to get all right. But on the day that 
he was returning he had a very sharp attack of 
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pain in the right iliac fossa and right lumbar 
region. He then noticed that, for the first time, 
his water was thick. He continued to get pains 
occasionally, and the same condition of the water 
continued. Furthermore, he found that when he 
• lay in certain postures the water that was next 
passed was clear; but that, after sitting or stand¬ 
ing some time, it was thick. The thickness in 
the urine was found to be due to pus, which was 
examined frequently for tubercle bacilli, but al¬ 
ways with a negative result. The patient said 
he felt well and jolly, and in every way free 
from pain, but that he was losing flesh. The 
bladder had been sounded, but there was no sign of 
any stone or trouble there or in the urethra The 
question arose whether he really had had appendi¬ 
citis at all. On the whole, he thought he had, 
and possibly it had burst somewhere into the 
urinary tract, and the pus had been discharged 
in that way. The other point was as to whether 
the patient had not had some source of irritation 
high up in the urinary tract, such as a stone. 
The case was brought for consultation as to 
whether it would not be advisable to ask Mr. 
Dent to explore and see what had occurred. 

Mr. Dent said he was not in a position to say, 
from the opportunities he had had of observing 
the case, whether the patient had had appendicitis 
or not. He would hardly be inclined to think 
that any abscess had burst into the urinary tract 
from the appendix. He would be inclined to 
think that an operation would produce negative 
results. It was not improbable that it might not 
be remedied by laparotomy at all. He would 
like to watch the case himself for some time. 

Mr. Bennett said the bursting of an appendi¬ 
cular abscess into the urinary tract was a very 
uncommon occurrence. Such abscesses occasion¬ 
ally burst into the bowel, but into the pelvis of the 
kidney, ureters, or bladder very rarely. The 
question in his mind was whether the condition 
was originally appendicitis at all,—whether it might 
not, in fact, have been a perinephritic abscess. 
The latter sometimes greatly resembled appendi¬ 
citis. He had himself operated upon a case 
which appeared to be one of undoubted appendi¬ 
citis, but which proved to be one of perirenal 
abscess in a tuberculous subject. He did not 
say this was the case here, but it was an alterna¬ 
tive which should be taken into consideration. 


He agreed with Mr. Dent that he would not 
attempt exploration of the case with anything 
approaching enthusiasm. But something of the 
kind would have to be done sooner or later, for 
it was difficult to see how the state of affairs could 
otherwise be determined. The discharge of pus 
seemed to be very free, and unless relief was 
afforded in some way it seemed that the case could 
not terminate otherwise than badly. Useful treat¬ 
ment could hardly be applied unless it were de¬ 
finitely known what organ was at fault. 

Dr. Penrose thanked his surgical colleagues 
for the opinions they had given. Accordingly he 
proposed to send the patient to the convalescent 
home. In six weeks’ time they would have him 
back for examination. 

Mr. Dent showed an aged male patient, the 
subject of necrosis of the knee. He had a huge 
cavity in the tibia, and the disease extended down¬ 
wards. He had albumen in his urine, w r hich he 
believed was due to the condition of the bone. 
Dr. Penrose’s examination would seem to indicate 
that there was no Bright’s disease at all. He pro¬ 
posed amputation through the knee-joint. 

Mr. Bennett strongly advised amputation. He 
had seem so many instances in which amputation 
had relieved albuminuria in cases like this, that he 
never hesitated about removing such suppurating 
foul conditions. In fact, he considered the albu¬ 
minuria to be a distinct indication for operation. 

Mr. Dent showed a boy who, two years ago, 
had an injury to his elbow. (A skiagram was 
exhibited.) It looked as though there was a frac¬ 
ture through the lower end of the humerus, and 
probably a T-shaped fracture through the condyle. 
Movement was limited. There was a large mass 
at the elbow, and much grating as the limb was 
turned. There was neither pain nor inflammation. 
He believed nothing short of excision would 
restore full movement. As the limb was a good 
one, and likely to improve, he believed the patient 
was well advised to keep the elbow as it was. 

Mr. Bennett thought excision was the only 
procedure likely to do good. But if the boy were 
content to go on without operation, and used the 
limb as much as possible, it would probably 
greatly improve, and in course of time be quite 
useful. He would therefore advise the postpone¬ 
ment of the question of operative treatment for 
the present. 
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WITH DR. HALE WHITE IN THE 
WARDS OF GUY’S HOSPITAL. 


Malignant Endocarditis . 


The case of this young man, aged thirty-three, is 
a very interesting one. He has endocarditis, as is 
demonstrated by his aortic murmurs, and I show 
you the point at which the to-and-fro murmur 
is best heard. Wherever in his long chart you 
look, you find that he has a raised tempera¬ 
ture. This temperature, persisting on and off 
for four months* together with these murmurs, 
makes it almost certain that the disease from 
which he is suffering is malignant endocarditis. 
What we mean by saying that he has malig¬ 
nant endocarditis is, that we believe that he 
, has certain micro-organisms in his valves, pro¬ 
bably streptococci, of that they may be, as in 
rare cases is a fact, pneumococci or diphtheria 
bacilli, or tubercle bacilli, or even typhoid bacilli. 
Eighty per cent of the cases of malignant endo¬ 
carditis are cases in which there are streptococci 
to be found in the vegetations on the valves. This 
disease we diagnose clinically by the fact that the 
man, in addition to his murmur indicating that his 
valves are diseased, has a raised temperature. If it 
is a bad case, the patient has rigors in addition, and 
considerable anaemia. You see this present patient 
is distinctly anaemic. When the blood clots on 
the vegetations on the valves of the heart it is 
very likely to be carried off by the blood stream 
and to be deposited in various parts of the body 
as emboli. And the emboli containing micro¬ 
organisms set up a local arteritis at the spot at 
which they become fixed. This arteritis leads to 
a w’eakening of the vessel wall, and an aneurysm 
forms. It is easy to diagnose really bad cases in 
which the patient has a murmur and high tem¬ 
perature and rigors, with profound anaemia ant} 
plenty of emboli.. But slight cases like this, in. 
which there is npt^ipg but a murrmur and a raised 
temperature* cca^trpuing for weeks and weeks.—in 


this case four months—are often very difficult in- 
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deed to diagnose^ so difficult Indeed that some 
people would say that if the patient gets well 
enough to go out—as this patient has been, though 
he did not actually go out—probably you were 
wrong in your diagnosis of malignant endocarditis. 
But I do not think so, for we have* had other 
patients like this man, and these patients in some 
cases have gone out of the hospital for months, 
but have come back again and died in the hospital, 
so that we have been able to verify our diagnosis. 
Therefore I think cases of malignant endocarditis 
can get sufficiently well to leave the hospital. Of 
course this man, if he improves, is very liable to a I 
relapse. He did get sufficiently well to go out, 
but then he had a relapse and was obliged to go 
back to bed again. I think one great practical 
rule for you to remember is, that as far as the 
evidence that we can learn from morbid anatomy 
goes, we are much more often wrong in not recog¬ 
nising malignant endocarditis at the bedside than 
we are in diagnosing it when it is not present. 
Probably, therefore, there are a great many slight 
cases which we fail to diagnose, but which, if 
through any accident the patient died, we should 
easily detect at a post-mortem examination. 
Therefore, so far from it being likely that we are 
wrong in this case, the likelihood is that we are 
right, although I admit he has not had rigors, and 
that he has. no sign of emboli about him—two 
great signs are wanting—and that he has gone on 
for a long time and has improved somewhat 
But I think the great thing to remember is that 
it does not follow because he has not those signs 
that he is not the subject of malignant endo¬ 
carditis. There are probably many mild cases of 
the disease which are not detected. 

Diabetes . 

This man’s age is thirty-nine, and he is the 
subject of diabetes. You have satisfied yourself . 
that he has sugar in his urine. Now, the first 
thing you must learn if you want to get a clear 
idea about diabetes is that all people with sugar in 
their urine need not necessarily have diabetes, but 
for the case to be diabetes the sugar must be there 
permanently (provided the patient is not treated), 
and it must be grape sugar. If the sugar is per¬ 
manently in his urine, and it is grape sugar, then 
the patient has diabetes. You will say, Why do 
you make these limitations? Well, with regard 


to the permanency there are a number of people, 
especially elderly people, who have lost power of 
storing up as glycogen the carbohydrates they 
absorb; they have grown old as regards their liver, 
they have lost the power by which you or I can 
turn the sugar which we have absorbed into 
glycogen and let it out again slowly as we want it. 
All the sugar which comes to the liver of such 
people is probably not turned into glycogen, but is 
passed out straight into the circulation. The liver 
of such a person is growing old, and cases of 
glycosuria are common among elderly people, 
and especially among well-to-do people, who over¬ 
eat themselves, and take much more carbohydrates 
than they should in the way of sweets, wines, and 
so on. The aged liver then is not really com¬ 
petent to deal with such a large quantity of carbo¬ 
hydrate, and it lets it through like a bad sieve. 
This sugar therefore gets into the general circu¬ 
lation. But this does not constitute diabetes, be¬ 
cause it is not permanent. It occurs from time to 
time, and you can generally check it by a little 
moderate dieting. Again, have you ever seen 
grape sugar in the urine in the surgical wards? 
If you look for it you will find it is not very rare 
in cases of concussion. We have had it in the 
medical wards in cases of tumour of the brain. 
It is believed that what happens is that the 
cranial nerve fibres which through the vagus go to 
the liver are either pressed upon by the tumour or 
jarred by concussion, and that the glycosuria is 
like that caused by puncture of the floor of the 
fourth ventricle. But that is not diabetes. The 
glycosuria soon passes off. Permanent glycosuria 
cannot be caused by a surgical lesion. 

Next, as to the sugar being grape sugar for the 
case to be diabetes. For instance, it is not 
diabetes when a nursing woman has sugar in her 
urine, for that is lactose. Many people get bodies 
like glycuronic acid in their urine, and they are 
frequently met with in persons who are healthy 
but have taken certain drugs. They reduce 
copper solutions, but as they are not grape sugar 
they do not indicate diabetes. The only omni¬ 
present facts which we certainly know about 
people with diabetes are that their urine contains 
grape sugar permanently and that their blood is 
syrupy. 

We divide cases of diabetes into two classes: 
(1) those in which the pancreas is affected, and 
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(2) those in which it is not affected. I looked 
through our post-mortems here, and I found that 
the pancreas was diseased in a quarter of the fatal 
cases of diabetes. That was judging by naked-eye 
appearances, but the pancreas is not diseased even 
microscopically in very many cases of diabetes. 
It is very rare for diabetes to be caused by growths 
or cysts of the pancreas; usually when this organ 
is diseased in diabetes it is atrophic and flabby, or 
it may be small and hard. In fact, there seems to 
be a change in the pancreas peculiar to diabetes, 
as a result of which the organ may weigh only an 
ounce. So that, clinically, you have two groups 
of cases: those in which the pancreas is affected, 
and those in which the pancreas is not affected. 

How does disease of the pancreas produce dia¬ 
betes? We cannot go further than saying that 
the pancreas probably has an internal secretion, 
—that is to say, it pours something into the blood 
which either prevents a natural tendency on the 
part of the body to cause the presence of sugar in 
the blood, or is essential to the consumption of 
sugar in the body. As to the proof of this, you can 
extirpate the pancreas piece by piece till you 
produce diabetes, but the diabetes produced is not 
in proportion to the amount of pancreas excised; 
indeed, diabetes is not produced by this process 
of extirpation until nine tenths of the organ has 
been removed. And even when this amount of 
pancreas has been excised, if you transplant pan¬ 
creas under the skin you can prevent diabetes 
from coming on. Quite recently it has been 
shown that by ligaturing the thoracic duct you 
can modify pancreatic diabetes, and perhaps even 
produce glycosuria, and this makes the matter 
still more complicated, and suggests that, as 
Tuckett says, there is going on in all of us who 
have not diabetes a certain balance between the 
internal secretion of the pancreas and some¬ 
thing absorbed by the thoracic duct, and as a 
consequence we have not diabetes. If you dis¬ 
turb that, balance by ligaturing the thoracic duct 
or excising the pancreas, diabetes is produced. 
Do you think you can tell clinically whether the 
pancreas is or is not diseased in any case of dia¬ 
betes? Well, the more rapid the course and the 
more severe the disease probably the greater is the 
likelihood that at a post-mortem we shall And the 
pancreas diseased. 

Next as to the symptoms. In this patient the 
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two most striking are glycosuria and wasting, 
which we will take separately. Now we do not 
know in any given case of diabetes from what 
organs of the body the increased sugar comes; 
we are quite in the dark about it To show you 
how much we are in the dark, I may tell you that 
it is possible to arrange glycosuria setiologically 
under twenty or more headings—just, as examples, 
the sugar might come from the liver, or it might 
come from the muscles, and in each case it may 
be due to restraining of destruction or to over¬ 
production. Therefore on paper one can easily 
work out a number of causes. But absolutely all 
we know, from the morbid anatomy point of view, 
is that in certain cases there is disease of the 
pancreas, whether that disease leads to the sugar 
coming from the muscles, or from the liver, or 
from any other part of the body we do not know. 

Then with regard to wasting. Why do these 
patients waste ? Remember that they take a quan¬ 
tity of food. I will take a case which actually 
occurred. A woman, it was calculated, required 
for her two days’ work, physiologically, 2000 
calories of energy per day. She had food given 
her of the value of 2200 calories. But that par¬ 
ticular woman was passing sugar which, when 
broken down, was worth 500 calories of energy; 
therefore, as she required 2000 calories, and she 
was losing sugar equal to 500 calories, she was 
each day deficient of 300 calories. This must be 
made up from somewhere, and so the patient 
made it up from her tissues. These patients fail 
to utilise all the energy in their food; it goes 
out in the form of unused sugar in the urine. 
Therefore they draw upon their tissues and so 
waste. 

Then there is polyuria. Why has this patient 
got polyuria? Well, it is to wash out the sugar. 
One naturally expects the polyuria to be in pro¬ 
portion to the amount of sugar. The specific 
gravity of the urine is high because the presence 
of the sugar makes it thick and syrupy. What 
else is wrong with the urine? Well, there is a 
great deal more urea than normally. We worked 
it out when he came in, before he was dieted; the 
urea in his urine represented in nitrogen the value 
of a pound of beef-steak, and this will serve to 
illustrate the amount of breakdown of tissue that 
the man is suffering from. 

What is the best means in every-day practice of 
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testing the urine for the presence of sugaV? 
Fehling’s test. But you must be careful not to 
keep the solution too long before testing, or else 
the copper gets deposited naturally. I saw a 
woman once who was said to have phthisis com¬ 
plicating diabetes. At the doctor’s house I tested 
her urine, which apparently contained sugar. He 
was dieting her for her diabetes, and when a 
person has phthisis this dieting is not pleasant. 
I brought some of her urine home, but could not 
find any sugar in it. So I asked him to send me 
some of his blue fluid, when there was some red 
precipitate visible at the bottom of the bottle. You 
must either keep the alkaline solution separate 
from the cupric solution and mix them before 
using, or you must make your Fehling’s solution 
fresh every fortnight. Otherwise you are liable to 
dangers and fallacies. It may be, if the reduction 
of copper is slight, that the patient is passing some 
other copper-reducing substance such as glycuronic 
acid, but you can easily settle whether that is so 
by fermenting the urine, as such bodies are not 
fermented by yeast. 

Then there is diabetic coma. It is not known 
what produces the coma, but we can foretell when 
coma is imminent If you suddenly found the 
sugar diminishing in the urine, apart from treat¬ 
ment, you might fairly fear that coma was about 
to come on. The other point in connection with 
the onset of coma is .that if the man com¬ 
plains of sickness and pain in the stomach, 
it should be regarded as a premonitory sign 
of coma. I have been in a ward in the 
afternoon and seen a diabetic patient com¬ 
plaining of pain in his stomach and sickness, and 
in the evening of the same day he has had severe 
coma. Now if a man were very liable to coma, 
what directions should be given to prevent it? 
There is nothing more likely to induce coma than 
worry and fatigue, and so you have to tell all 
people who are liable to coma to lead a placid life. 
Quite a number of people have had dangerous 
coma—sometimes fatal coma—from coming up to 
London to consult a doctor. I heard of a case the 
other day in a distant friend of my own. She was 
about thirty or forty miles out of London, and her 
friends suddenly heard that the local doctor 
had found sugar in her urine. They therefore 
foolishly insisted on her coming to London to 
consult a doctor. She was taken with coma as 


soon as she got back home and died in forty-eight 
hours. Some London doctors have had the mis¬ 
fortune to have such patients almost die in their 
house. I knew of a lady companion who was 
always quarrelling with her mistress, and always 
after the quarrels she was drowsy. Ultimately 
she killed herself with quarrelling, for she went 
into a coma from which she never recovered. If 
diabetic patients are comatose and you want to 
rouse them temporarily, you can do it by injecting 
saline fluid into the veins. We do not know the 
reason of this, but probably it is that there is in 
diabetes, as a result of a perverted metabolism, a 
poison or toxin which is diluted by the saline which 
is injected. By this means the patient may be made 
conscious for half an hour. I have known a man 
sufficiently roused by this means as to be able to 
recognise his wife, and such rousing may be very 
important. This man before you was a little 
drowsy and had headache for some days. We 
gave him sodium bicarbonate in a little milk 
amounting to 200 grains a day for the first four 
days, and 400 grains a day subsequently. Under 
this treatment he quite lost his headache and 
slight coma. 

The most important part of the treatment of 
diabetes consists, as you know, in cutting off the 
sugar. But this is strange, because you 
might fairly say to yourself: Here is a man pass¬ 
ing an enormous quantity of sugar, surely if he is 
passing so much unused he ought to be given 
more. If you were throwing coals on a fire, and 
as fast as you threw them on another man was 
taking them off, you would not say that the best 
way of keeping in the fire, if you could not get rid 
of the man, was to stop putting on the coal. It is 
remarkable that in diabetes the treatment con¬ 
sists in withholding the food which the patient 
loses. But, clinically, experience has shown 
that it is the right thing to do. So you need 
to take starches and sugars out of the diet, 
and by so doing you will be treating your patient 
well. It is an interesting fact that laevulose will 
not do so much harm to a diabetic patient as 
dextrose. I have been able more than once to- 
demonstrate to you that the administration of 
laevulose does not in diabetes increase the glyco¬ 
suria neatly so much as dextrose, that is to say, 
the diabetic can utilise laevulose. better than dex¬ 
trose. Also Mr. Hopkins and I have shown that 
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some at least of laevulose administered by the 
mouth to a diabetic is excreted as laevulose in the 
urine. I think a mild case of diabetes can take 
a small amount of laevulose without harm. 

Sometimes we have given inulin, which is 
the starch corresponding to laevulose, in the 
form of dahlia tubers, for they contain 10 
per cent of it They may be boiled for 
four hours till soft and then eaten like potatoes. 
They have a sharp taste. Before the French 
Revolution they were a fashionable dish in 
France. Another treatment which we have tried 
at Guy’s, and which has come into frequent 
use now, is feeding on soya biscuits, made from 
the soy bean, from which soy sauce is manu¬ 
factured. The peculiarity about these beans is 
that they contain less carbohydrate than almost 
any other vegetable. Several good bakers make 
them into palatable biscuits. I have seen state¬ 
ments that these beans contain much carbo¬ 
hydrate, but I think there must be some mistake; 
perhaps analysts have not always analysed the 
same species of bean, certainly some we had at 
Guy’s some years ago contained very little carbo¬ 
hydrate, and soya biscuits are sold which contain 
so little that they form an excellent food for dia¬ 
betics. Ground almonds, which contain very 
little carbohydrate, make very palatable dia¬ 
betic foods; but, as they are dear, ground cocoa- 
nut may be substituted if the patient can digest it. 
Iceland moss, too, may be used to make jelly, but 
it is very tasteless. Gluten bread is often shame¬ 
fully adulterated with starch. Indeed, whatever 
food you feed diabetics on, you should from time 
to time test it, because manufacturers get tempted 
to adulterate these, foods, and so put starch into 
them. The popular belief that a diabetic may 
take toasted bread has done much harm ; toast¬ 
ing does pot convert a carbohydrate article of 
food info anything else. . 
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any signs of opium-poisoning. He is taking opium 
one grain three times a day, and that I shall now 
increase to two grains three times a day. We 
shall work this up until he is taking still more, as 
he is a severe case. It is most remarkable that 
diabetics die of coma and people poisoned with 
opium become comatose, and yet the diabetic 
bears enormous quantities of opium. 

The last point I want you to remember is this, 
that if you let this man have a. little sugar 
it will send up the 'amount of sugar in his 
urine to an extent out of all proportion to the 
amount of sugar he takes. One day this patient 
had a little bread, when up shot the sugar in the 
urine out of all proportion to the bread taken; 
this giving of sugar re-starts the abnormal process 
which leads to the sugar in the urine. So in these 
severe cases you have to be particularly careful to 
keep down the quantity of sugar given, but also 
in severe cases it is well to begin the dieting 
gradually. 

Typhoid Fever . 

This man, who has typhoid fever, came to the 
hospital complaining that he had something the 
matter with his chest. Three weeks ago he began 
to feel ill, was sick in the morning, and had pains 
about the loins, also cough and pain in the chest 
after coughing. It is one of the most important 
things in medicine to remember that very often 
typhoid fever shows itself first as an affection of 
the lungs. I have had such cases in here over 
and over again, cases sent in with a careless dia¬ 
gnosis of bronchitis or pneumonia, although 
inspection of the chest and abdomen would have 
revealed the typhoid spots. Sometimes bronchitis 1 
and pneumonia come; on so early in a case of 
typhoid fever that they fix the doctor’s atten¬ 
tion to tl>e exclusion of ajl else* so that he 
overlooks the; typhoid which is the cause of the 
troub^; ip ( $he, f chest. v This, case is in' it$ third 
yfeelf, that i§ tq f ^y, Jf we are correct ip fixing 
the onset.of the disease by the onspt of drowsiness 
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a most §everS character. V ' V . ^ r 

y. IS ext remember this, tfiat for. all 1 practical pur¬ 
poses nothing but typhoid Sfever ean produce a 

•V -rvf.'Mi.a -»n r -v. rf. .• 

spot resemblin^ & typical typhoid ^pot. ( These 
spots cprpe and. j^o in successive crops. They 

Digitized byCjOOQlC 



150 The Olinioal Journal.] 


DR. HALE WHITE. 


[December 27,1899. 


vary considerably in appearance; some are small, 
some large, some lighter, but the point in which 
they never vary is this coming and going in suc¬ 
cessive crops. In the case of other exanthems the 
whole rash usually comes out in a part of the 
body quickly, and does not come out again in that 
same part. The spots of typhoid fever may con¬ 
tinue to come out in crops even after the tem¬ 
perature has become normal. Now we notice that 
this patient’s tongue is typical of typhoid fever, 
it is clean at the sides and furred down the centre, 
with a little less fur in the middle line. That 
tongue is nearly always present with typhoid fever, 
but not quite always; that is to say, you must not 
deny that a given case is typhoid fever because the 
tongue is not characteristic. If you listen to this 
man’s chest you will hear that there are rhonchi 
all over his lung, and, as I said just now, it was 
for his bronchitis that he first consulted us. 

At what period of the illness are the friends 
most likely to be alarmed? As a rule, about the 
third week, because then the illness has been in 
existence a long while, the patient is getting 
weaker, the pulse feebler, and he is liable to 
fainting attacks. When we come to another 
typhoid patient, who is further down the ward, you 
will find he is taking an admirable mixture for 
this cardiac weakness, especially seen in the third 
week of the illness, namely, caffein, digitalis, and 
nux vomica, that is to say three cardiac stimulants, 
because he had a very severe attack of faintness, 
and we know by experience that towards the end 
of the third week the heart muscle is beginning to 
give out, and therefore the patient feels worse 
then and is liable to have an irregular pulse and 
fainting attacks. This man probably will not 
require any cardiac stimulants, because he is 
doing well. Now, if his wife asked you for a pro¬ 
gnosis what should you say to her? You should 
say it is good, blit you should hardly say so unre¬ 
servedly. I think it is good, but you have to 
remember that a certain percentage, five or six 
per cent, die from perforation or haemorrhage, 
and then naturally the friends turn round upon 
you and say, “You said he would get well; see 
what has happened.” So the right way to put it 
to them, if you think that except for the risk of 
perforation or haemorrhage the patient is going on 
perfectly well, is that, apart from accidents, which 
are not common, he will get quite well, but that 


no one can foretell when such accidents will 
happen. You are bound to put it in that way in 
self-defence, and, after all, the risk of accident is 
not great, it is only five or six per cent, in which 
you get fatal haemorrhage or perforation. 

Why is the patient on milk diet? In private 
practice there is no harm in giving carefully 
chosen solid food, but in an institution like this 
we must have a regular rule, or else the friends 
of the patients would bring in all sorts of food. 
In choosing food for typhoid fever, you must 
choose a food chiefly non-nitrogenous, which will 
be quite liquid by the time it reaches the ulcers. 
So, if you can thoroughly depend on your patients 
and the nurse, you can give such patients fluid 
custards, grated bread and milk, and such things. 
You would not give a fevered patient nitrogenous 
food, because his digestive powers are known to 
be weak. And in the second place, it has been 
shown experimentally, and undoubtedly it is a 
fact, that by giving large quantities of farinaceous 
food, starches and sugars, you, so to speak, save 
the body. For instance, it has been shown experi¬ 
mentally in animals in whom fever has been artifi¬ 
cially induced by injection of swine erysipelas, that 
the animals save their own tissues if you give them 
plenty of carbohydrate. That is burnt up and 
their own tissues are saved. • 

Jacksonian Epilepsy . 

This man, aged thirty-eight, a cane worker by- 
trade, presents a most interesting case. The pith 
of the history is this: he was picked up in the 
street in a fit, and since he has been in the hos¬ 
pital he has on several occasions had distinct local 
convulsions in the left hand without any loss erf 
consciousness. Therefore we assumed that he had 
an organic lesion over the motor area for the 
hand on the opposite side of the brain. A very 
likely deposit there in a man of this sort is some¬ 
thing syphilitic, gummatous, and this view is in his 
case supported by the presence of optic atrophy. 
We know that people are liable to syphilitic 
meningitis, and syphilitic meningitis is a thicken¬ 
ing of the meninges with localised deposits of 
gummatous material. The probability is all the 
greater because since he Has been on iodide of 
potassium he has had very many fewer fits than 
formerly.' After he had been in a few days we 
noticed he had a rike of temperature, and what 
Digitized by VjOOQlC 



The Clkiioail Journal.] 


DR. HALE WHITE. 


[Deeertiber 27,1899. 151 


the cause of that is I cannot tell. The tempera¬ 
ture came down at one period, and then went up 
again, and we noticed that he had a lump in the 
hepatic region, which was very tender, and which 
was clearly projecting from the liver. So we 
diagnosed that to be a large gumma in his liver, 
in the right lobe, with, as there was so much pain 
and tenderness, a good deal of local perihepatitis 
over it. This view appears to be correct, for 
the continuance of the iodide of, potassium has 
been associated with a diminution of the hepatic 
swelling, pain and tenderness. I hoped that some 
rapid deposit of gummatous material on the liver 
might explain the temperature, but the temperature 
remains raised although the hepatic symptoms are 
better. I am afraid it does not. It may be, as 
some of you have urged, that the whole trouble 
is tubercular, but in that case the condition of the 
liver and the improvement of the fits under iodide 
of potassium are difficult to explain. In addition 
to giving him iodide by the mouth, we injected 
perchloride of mercury daily into his gluteal 
muscles, because in these syphilitic cases it is well 
to get the patients under the remedies rapidly. 
Experience has shown that often it is much easier 
to get a patient rapidly under mercury if you give 
it in some other way than by the mouth. At 
Aix-la-Chapelle it is usually rubbed in. That 
is rather a disagreeable process, so we gene¬ 
rally inject the perchloride deep into the gluteal 
muscles. It never does any harm given in this 
way. As a rule, one eighth of a grain of per¬ 
chloride of mercury, dissolved in five minims of 
water, and injected every twenty-four hours is 
enough to keep the patient under the influence 
of it. 

As to the existence of syphilis in patients, I 
have known people who have it deny its presence, 
and deny it honestly, because, as far as they know, 
they have run no risk. I saw on Saturday last a 
perfectly cleat case of this. A man aged 50 had 
optic atrophy, paralysis of one hypoglossal, para¬ 
lysis of one external rectus, and ptosis. Such a 
medley of symptoms as that can only be caused by 
syphilis in the meninges, scattered about the base 
of the brain. The man denied syphilis, and denied 
it honestly, because, so far as he knows, he has 
never had a single symptom of syphilis, and he has 
run no chance of contracting it since he was eigh¬ 
teen. T feel quite sure that you get on much better 


in medicine if you try to diagnose your syphilitic 
lesions without asking a question, because over 
and over again post-mortems prove conclusively 
that the patient has had syphilis when the patient, 
a perfectly honest man, has maintained that he 
has not Remember we often see gummatous 
manifestations in people in whom the primary 
inoculation has been slight. You must never for¬ 
get that in the cases of late tertiary syphilis we see 
in the medical wards it is quite common for the 
primary and secondary symptoms to have been so 
slight as to escape observation, so that absence of 
them should not prevent a diagnosis of some ter¬ 
tiary visceral syphilitic affection. Take, again, the 
man I saw on Saturday, whom I have just men¬ 
tioned. Everybody will admit that his symptoms 
could only have been caused by syphilis; he has 
seen other doctors also, who say they are quite 
positive. I told him his case was very serious, and 
that he would go blind because the atrophy had 
gone so far. I told him we might absorb the 
gummatous material, and I told him what I told 
my last clerks, that you must always add that 
you cannot absorb the fibrous tissue that forms 
part of a syphilitic meningitis. You can do 
nothing for a fibroid testicle. If there is a lot of 
fibrous tissue in the meninges of this man, pressing 
on the nerves at the base, in that case the man 
will not be much better from having been treated. 
You must remember that in a case of syphilitic 
meningitis you can only promise the patient you 
will do the best you can for him, but you cannot 
promise that all the symptoms will disappear. 

Another point in connection with cerebral 
syphilis is, do not shilly-shally with the treatment. 
A difference of a minute fraction of an inch in the 
thickness of a syphilitic deposit will make the 
difference between the escape and destruction of 
some important cranial nerve filament; therefore 
treat promptly and energetically. Impress the 
patient with the fact that he must be honest and 
serious in carrying out the treatment. I some¬ 
times in my cases of cerebral syphilis rapidly in¬ 
crease the dose of potassium iodide until the 
patient is taking 100 grains a day, and give them 
plenty of mercury. You may say that in tertiary 
syphilis only the iodide is useful,' but, provided 
you do not push it to the point of doing 
harm, you had, I think, better give mercury, for 
I think it adds to the effect of the iodide. It is 
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thoroughness that is the secret of the success in 
the treatment at such places as Aix-la-Chapelle. 
The methods used there can be carried out just as 
well here; The only reason why people who go to 
Aix often do better than when they stay at home 
is that there the treatment is regular and sys¬ 
tematic. There every day for a definite number of 
consecutive days blue ointment is regularly rubbed 
in, and other treatment necessary for the particular 
case is carried out. Here, in ordinary practice, 
the doctor says, “ Take that three times a day,” but 
he does not see it taken, and often the patient 
omits to do so and becomes an incurable case of 
cerebral syphilis. 

Bright's Disease . 

This man has chronic Bright’S disease, and he 
has also the dermatitis which is associated with 
Bright’s disease. You see it is of extensive distrb 
bution—there is hardly a square inch of his body 
not affected. A case of Bright’s disease accom¬ 
panied by this dermatitis is always very serious. 
It is a well-recognised complication of the disease. 
The reason it is not more described in books is 
that it differs so much in .different cases, so that 
it is difficult to describe it, and so, instead of 
calling it erythema or eczema, it is best called the 
dermatitis of Bright’s disease. It may be that 
t'ases of Bright’s disease are serious when accom¬ 
panied by this dermatitis, because they do not 
sweat at all, and so they cannot get rid of their 
toxins which are causing the symptoms of uraemia 
This man has been in a condition pf more or less 
chronic uraemia ever since he came into the hos¬ 
pital, and we have not succeeded in getting him 
to . sweat, though he has had hot-air baths and 
pilocarpine. Here the dermatitis has unfortunately 
spread round the eye, and it has got on the con¬ 
junctival surface of the lid. As far as I know 
nobody has explained why these patients get this 
dermatitis. It is so important to recognise that J 
think it is good, thing for you, j.^heneveof you see 
a icade qf thiS sprt, .certeonly in an adult, ; to test 
the urine and see if . hef haf got chronic Bright’s 
disease* < because Such - people may come to . you 
first; of all Sot the dermatitis, and it,would be :a 
bad: mistake, to. fsay^ to a Tfiere is nothing 

the, matter .with that; it is eczepia, and,! will 
§pon,get. it, wojl for you” ,, He perhaps .goes 
to another dQ^r, who, finds that, he lifts t g ot 


serious disease of the kidney, which brings your 
reputation to a very low point. 


Another Case of Typhoid Fever „ 


This young woman also is suffering from 
typhoid fever. She tells us it came on suddenly. 
Many people will tell you the same, but often it is 
not so really; It appears to do so because the 
person perhaps feels ill and takefc a railway jour¬ 
ney, which makes him feel very bad indeed, and 
the disease is said to have a sudden onset. In 


some parts of the world the difficulty of -dia¬ 
gnosing typhoid from prolonged malaria is very 
gteat, and the question of a rigor Is A very im¬ 
portant one. It is probable that in excessively 
rare cases rigors may occur with uncomplicated 
typhoid fever, but that as a rule rigor in typhoid 
fever will make you suspect that some com¬ 
plication is present, generally speaking some 
thrombosis, or possibly an abscess somewhere. 
This patient has been ill eleven days, and when 
asked for her symptoms she simply says she feels 
very weak. We see that she has got some typhoid 
spots. Here, as usual, they are most abundant on 
the abdomen, but they may occur on any part of 
the.body. I have seen them on the arms, and they 
may keep coming out long after the patient is con¬ 
valescent. Now, as to these spots, if you are 
guided by the books you will certainly get a con¬ 
ception of the wrong colour; to get a distinct ide^ 
of these, spots you have to look well at them. To 
speak of rose-coloured spots is unfortunate, be¬ 
cause if you had a tree bearing roses of this colour 
it would certainly take prices on accost of its 
rarity. Her abdomen is distended, which is a very 
important characteristic to notice, because yery 
often you have to diagnose between typhoid /ever 
and meningitis, and in meningitis thy abdomen is 
retracted. Just notice her tongue, I said, ip 
speaking of the^, other case,. that* you must not 

deny the casej is typhoid^ fhe/tpngiie, does npt 

happen, Jto ibe .eha^ajCteristic.; : , 4 Je r e r Jthelongue 
does.not lopkaf all, like the other,,., There .was a 
patient m hereipwiof ftye yeare : .agp^Ith.typkQid, 
and it. was.field.by .some fot. jujns-.thatf 
iflpess. could n9it ; h^ 4 ypbo ic ^ bpoppe np$ 

g/?t the chai^tefistip tougye; ipiofqty^elx, 


i^Qrtenji ,th 4 t ; a. case ,o£.JyB^oid. .fever .from 

jvhicfi ,fo^n<J, 

S~'~' T ‘ 
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tongue has no coating upon it, but she has these 
typhoid spots, which are absolutely diagnostic. 
Her lungs are clear. She tells us she has been 
living on milk, and that she has had a pint per j 
diem. Tfeat is not enough, and it probably ac¬ 
counts for her weakened condition. She should 
have at least three pints, and that is the quantity 
we give to patients with typhoid. This is a mild 
case, because her temperature has kept under 
jo2°. . If it regains well under 102 0 after she 
has quieted ^own in the hospital, we shall treat 
her without outward applications of cold. If it 
should rise to over 102 0 we* shall do our best to 
reduce the temperature, using qur judgment as to 
w r hat is the best way of doing it for her particular 
case^—that; is to say, either by cold sponging or by 
means of a cold bath. The bringing down the 
temperature by the external application of cold 
when it is over 102 0 accounts for . a considerable 
reduction in the mortality of typhoid fever. The 
judgment is manifested in choosing the means of 
bringing down the temperature according to the 
condition and constitution of the patient. Jhere 
are some hospitals, for instance in Germany, where 
4 fixed rule is made that if the patent’s tempera¬ 
ture is 102 J°, or rnore, he is put into a* -cold bath) 
and do not forget that in many c&ses cold baths are 
of distinct benefit. Now, 102J 0 means more with 
some people than it does with others, and in Eng¬ 
land we believe in choosing our cases and using 
our judgment in each particular case. It is in¬ 
teresting to remember that some observations we 
made some time ago showed that in typhoid fever 
the temperature rose partly because the patient 
ceased to lose, as iquch heat by evaporation and , 
radiation as a healthy individual. That probably 
explains why clinical observers have found that the 
test way to treat the temperature in typhoid fever 
ie by increasing: the Joss of, heat, l The only feyer 
m which: the deduction of te^pferatwe^uoless 
cessive—tby 1 artdacifel means has been shown to>bfe 
a** advaqtagej'i^tyfjihQid (fever.: c If ih requhfed.to ! 
open the bosteladn hnea^of^hls sort, inject si* 
ounces of rMm, jwhwh only 

most likety-briiigs jabput what: if but tfe$ 

oiijs more coulfortabje to the: patient than a bulky 
rnmna; r: a 3 r :: 1 d//: * ! »r f : ,' - 'j * r >• • ; ) /.. «*i <\nv, • ;. ^ v- 

The question of intestinal disinfectants in ^uqh 
fe i«asejh8#jtefeo^r^aed fey* oqe^of^^he..;gentlemen I 
ptefc^ihudi th^ifeadsfine-tp ^.thg-t.it has.n^ver 
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been proved that the diseases in which you 
would expect^good to come frdnfr disinfecting 
the whole intestine are better for being treated 
with intestinal disinfectants, for you must re¬ 
member that treatment by disinfectants is always 
accompanied by careful dietary and care in other 
directions^ In typhoid that certainly has not been 
shown to be the case. Again, you have to re¬ 
member that it woul d - be prob ab ly very prejudicial 
to the patient to have aseptic intestine. Cer¬ 
tainly physiologically we, could not go on without 
micro-organisms in. our intestine, ia sterile intestine 
would mean rapid starvation,and death. Further, 
when we remember the many recesses of the in¬ 
testine between the valvulse, you will see thaj; it 
is almost impossible to disinfect thirty feet of 
intestine by giving a little disinfectant by the 
mouth. Perhaps it is fortunate for those who 
have been treated with intestinal disinfectant that 
this is so. But one thing which is not paid Suffi¬ 
cient attention to in private houses is the disinfec¬ 
tion of the stools in typhoid fever. That is a 
point I am always insisting upon. 

Another point that we have lately heard is that 
urotropine given by the mouth kills the typhoid 
bacilli which are excreted in the urine, and as 
these bacilli are passed in the urine some tinife 
after convalescence I think it would be good for 
us either to try to kill them by means of this drug 
given by the mouth, or, better still, by always 
adding an antiseptic to the urine after it is passed, 
both during the attack and for some time after. 

In the preparation termed " byno-glycero-phos'- 
phate,” a sample of which has been received from 
Messrs. Allen and Hanbury, a therapeutic agent 
of no inconsiderable value is secured. To arrive 
at the desired result of producing a nerve tonic 
combined with some Substance aiding the digestive 
powers, a Solution 6f glycero-phosphates is added 
to the well-known bynitt liquid malt. Absorption 
of the glycerd-phosphateS readiiy takes* place when 
fc- r administer :ari*d fiat theisamje tinie 
sit 3 arChy r &)ods die acted 00 by the ibynint malt 
etftmcfe f Th^composition of this* excellent * medi¬ 
cine'is* two grains* each of ^thfe igtycero^j^osphates 

afdifenji potash, -magnesia* .and ,sp<fe^n with fpor 

giains-jErf: tfc&glycferqphospha^ of lfene totfee.fluid 
mtnefe',: As an auxjrli^iy ,ifi *ffee^fec^mtiQu, of 
debilitalifed'! patients apd qQny^eepte, r: % ^\y 
wjU, fee, fo^,ppeqp^ed. 
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ICHTHYOSIS. 

A Lecture delivered at the West London Hospital by 

PHINEAS S. ABRAHAM, M.A., M.D., 
B.Sc., F.R.C.S.I., 

Dermatologist to the Hospital, and Surgeon to the 
Hospital for Diseases of the Skin, Blackfriars. 


Cases of this disease have been known under 
many synonyms, e.g. True Ichthyosis; Xero¬ 
dermia; Xeroderma Ichthyoides; Fish-skin 
Disease; Lepidosis; Sauriasis; Sauriderma; Hys- 
tricismus; (Fr.) Ichthyose; (Germ.) Fischen- 

schluppenauschlag. 

Definition .—Under the term are to be included 
certain conditions of the skin, congenital or be¬ 
ginning in the first or second year of life, sym¬ 
metrical in their distribution, and characterised by 
excessive dryness and roughness—due to an 
obvious hypertrophy of the homy layer of the 
epidermis. 

A case of ichthyosis was published by Panaroli 
in 1652, and the affection seems to have been well- 
known at and before the time of Willan, who 
quoted the celebrated Lambert cases, to which 
notice was first drawn by Machin (‘ Phil. Trans/) 
in 1732. 

The slighter forms of the disease, which are 
known in this country as “ xerodermia,” and the 
more severe, which are called “ true ichthyosis,” 
are essentially the same affection, for intermediate 
grades exist, and even upon the same individual. 

In the former the skin is dry and harsh to the 
touch, the coarseness being especially accentuated 
on the extensor surfaces, and particularly over the 
knees and elbows. There is often also a condition 
of follicular keratosis (so-called “ Lichen pilaris,” 
L. spinulosus, etc.), on the outer sides of the arms 
and legs; and, as a rule, there is a constant 
desquamation of small dry scales. In some cases 
the epidermic thickening is still more marked* 
with the skin of the knees and elbows quite dark 
and rugose. On the legs particularly, small poly¬ 
gonal areas, resembling fish-scales, may be marked 
out in a mariner corresponding to the normal fur¬ 
rows and rugae of the skin, and in severer cases 
these scales become thickened, of a translucent 
white, or more commonly greyish or darker colour, 
and only partially adherent, centrally or by one 


edge. In some cases the skin may be likened to 
that of a fowl’s leg. Several cases of Xerodermia 
have from time to time been shown to this post¬ 
graduate class. 

When the scales were hard and shiny white, like 
those of the carp, Alibert, who was one of the 
earliest authoritative writers on the subject, used 
the terms “ 1 'Ichthyose nacr£e,” or 7 . nitida ; when 
they were soft and thin, and without hypertrophy, 
like the cuticle of snakes, he called the affection 
“ 1 ’Ichthyose serpentina” ( 7 . serpentina ); and when 
they were black, scaly, and “ of the consistence of 
horn,” “ Tlchthyose cora£e ” ( 7 . corned). These 
names have since been used in other senses, and a 
great many others have been given to various cases, 
according to the degree of comification, the colour, 
etc., e. g. Ichthyosis pityriasiformis, simplex, 
nacrea, ciprina, scutulata, alba, nigricans, etc. 

In the second class of cases—the severer ones 
—the homy hypertrophy is still more developed, 
and the surface is covered—over a greater or less 
part of the body—with thick scales or rugosities, 
which are often of a dark-grey, brown, or greenish- 
black colour. 

The affection is always symmetrical, the ex¬ 
tensor surfaces being as a rule most affected, 
although the remaining integument is always more 
or less xerodermatous or dry and roughened. 
The face, the genitals, and the bends of the joints 
are usually comparatively free or only slightly 
rough or scaly, while the palms and soles are 
commonly—even in many of the milder forms— 
more or less thickened, hardened and dry, but 
comparatively smooth. In rare cases they may 
themselves be the seats of epidermic outgrowths 
(Cruveilhier’s plates—Hutchinson). 

The hypertrophied, homy structures may be in 
the form of somewhat protrudent, flattened plates 
(‘* Snake-skin/’ Ichthyosis serpentina [Unna]), or 
they may be still larger, harder, and more rugose 
(“ Crocodile-skin,” Sauriasis, Sauriderma), as in 
the illustration exhibited, or the homy protuber¬ 
ances may be elongated and abundant (“ Porcu- 
pirie-skin,” true Ichthyosis hystrix), as you will see 
in the drawing passed round. In some cases, 
when the individual moves* the hard, dry pro¬ 
cesses are approximated, and a rattling sound may 
be produced. 

As might be expected, the sudoriparous and 
sebaceous secretions are practically abolished irt 
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the severer cases, as well as over the parts most 
affected in the milder ones. 

The general condition is nearly always amelio¬ 
rated in warm weather, when any glands which are 
still functional will have their activity increased. 

The subjects of ichthyosis are not only incon¬ 
venienced by the mechanical stiffness and dry¬ 
ness, and the disagreeable shedding of scales, but 
the attempts at movement, in the severe cases, 
may cause painful cracks and fissures in the 
hardened integument. 


part of the epidermis. Unna found feat fee 
“ prickle layer ” (rete Malpighii) in the milder cases 
( 7 . ttitida) was always at the same time diminished 
in thickness, and that the protoplasm of the indi- 
' vidual cells of this layer was also reduced. The 
under-surfaces of the interpapillary processes were 
flattened, and lying in the same level—the result, 
| he thinks, of equally increasing pressure of the 
horny layer with an insufficient new formation of 
epithelium. When the keratosis was more de¬ 
veloped, he found that the uncomified prickle cells 



Sauridermatic Ichthyosis. 


Ichthyotic patients, moveover, with their non- 
resistent, dry integument, are particularly liable 
to the effects of cold, “chapping,” etc., and to 
attacks of severe u eczematous ” inflammation, 
chiefly in the usual eczema situations, although 
Unna maintains that this “ eczema ” is of a distinct 
type. 

Pathology .—In ichthyosis, the principal change 
to be observed under the microscope is an early 
cornification of the prickle cells, leading to an 
extreme hypertrophy and hyperplasia of the homy 


were reduced to a very long, thin, supra-papillary 
layer. The papillae were then flattened out, 
broadened at their apices, and dovetailed with the 
interpapillary processes. The granular layer was 
everywhere absent, and the cells of the homy layer 
1 showed no nuclei. The hair follicles were also 
altered by the keratosis, and often twisted or con- 
| verted into a " hair cyst,” and the sebaceous glands 
were mostly atrophied. The coil or sudoriparous 
glands had their loops characteristically swollen 
with voluminous cells, which resembled those of 
Digitized by * L >gle 
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the lower part of the duct, and the lumina were 
very Jarge. In the cutis the papillary part was 
sometimes more cellular than usuaLr-indicating a 
low, inflammatory character—but with no collec¬ 
tions of spindle cells or plasma cells, very few 
“ mast ” cells, and no leucocytes. In old cases the 
collagenous tissue was regularly thickened, espe¬ 
cially in the deeper parts, and the lymph spaces 
narrowed. Tfre cutaneous muscles were regularly 
hypertrophied. 

In the more thickened skiix of pauridermatic ich¬ 
thyosis, the main differences were that the supra- 
papillary prickle-cell and the granular layer was 
not so atrophied, and the papillae and interpapillary 
processes not flattened. 

In true ichthyosis hystrix there is probably' a 
greater papillary hypertrophy corresponding to the 
epidermic prolongations. 

False Ichthyosis Hystrix .—Most of the descrip¬ 
tions published of the anatomy of ichthyosis 
hystrix refer to the false “ ichthyosis hystrix,” or 
those collections of dark, homy outgrowths which j 
occur often in nerve areas, and which rather have 
the anatomical structures of old warts, with elofi- < 
gated papillae, and greatly hypertrophied homy 
epidermis dipping between. These are usually 
asymmetrical and unilateral in position, and occur 
in linear clusters, or sometimes in large, irregular 
masses, studded over considerable portions of the 
integument. I pass round a good illustration of 
this false ichthysosis. 

The fact that the intervening skin in these cases 
may be quite smooth and normal at once differen¬ 
tiates these cases from true ichthyosis, which is a 
generalised affection. They are known abroad as 
“ naevi verrucosi,” “ naevi lineares,” etc. 

Diagnosis .—The slighter cases of ichthyosis may 
have to be differentiated from general seborrjioeic 
eczemas, from keratosis pilaris, pityriasis rubra 
pilaris, atrqphodennia, &c.; and the mpre de¬ 
veloped ones npt only from the localised “ false 
ichthyosis hysfrfrv Eluded. tp above, but al$o from 
Jhose. raje 3 aj^s, In which .“ cQmqa cutanea ” . ajfe 
•Scattered, pyp* frie^frpdy*, ^The, local, 

, 1: ji frak'^ipgs, foilov^^ long-qopfrpu^ 
.eppgestipjg^ ;^d f fr^flaipiuatiops.^f the -leg?* o^pp- 
secufrve tQ paj^ljsUj e^, ancj-ttye, local palmar 
J^lant^r he^tpse^ (fQfH^rly;“ ichthyosis ”), 
^O^d jiardly .be mentioned fr^r.e* they are neither 

£eoef^te $ ; pfff ^opgpnit^; 1 ^ ^^U.th^ ptb& 


conditions which could possibly be mistaken for 
the true ichthyosis, their histories will at once 
show that they have nothing to do with the affec¬ 
tion. 

^Etiology .—That there is a congenital tendency 
tp this abnormality of the epidermis is universally 
agreed, but we do not know the causation any 
more than we do that of other similarly possible 
examples of “ atavism.” Many cases show evidence 
of heredity, with the condition occurring in more 
than one individual in several generations. This 
was particularly observed in the Lambert cases 
—generations being“affected. 

In certain parts of the world (Paraguay, the 
Molucca Islands, the Adriatic) ichthyosis is said 
to .more common than elsewhere. There may 
be some doubt as to the correct diagnosis of many 
of the cases; we have, at any rate, no reason to 
suppose that climate, soil, etc., have anything to 
do with its occurrence. 

One sex is not more liable to be affected by it 
than the other. 

j Leioir suggested a tropbo-neurotic origin, and 
he found degenerative changes in the peripheral 
nerves in two instances—an observation which 
many others have not confirmed. 

Treatment .—When the affection is but little 
marked it is easy to keep the skin smooth and 
supple by baths and emollient inunctions, and, 
even in comparatively severe cases, much can be 
done by these methods. The loose, homy layers 
can be largely removed by lathering with soft soap 
while in an alkaline bath; and tar baths have 
also been in my hands effectual. Glycerine 
lotions, and ointments containing tar, and, ac¬ 
cording to Kaposi, naphthol (5 per cent.), are 
also useful. Sulphur (5 to 10 per cent.), resorcin 
^3 per cent.), salicylic acid, have all at times had 
a good effect in removing the keratotic condition. 

, ynfpjftmately, ,whpnthe remedies are left off, 
jfl>e affection a$ a rule, returns. , 

, , Attacksof (Hpbra, Jamieson, .etc.), 

$pd scarlatina h^ye caused Jt^ tenjgprary 
^eyeijt pe^qajiem dis^pp^r^e, ,, . 

. j^gef; spiupus prpc^s^^ cajy be rWPved 

"by strong salicylic collodion paints (1 m 4). 

At Blackfriars and in this hospital I have Tiad 
gre&ifte in xefbdfctm$fc-ca£es fey the 
internal administration of.thyroid |fatndf <but> It is 

fair, Jo^y. l( ..|fre,p^ieat|,^f IrfrW 

I .t^:tr^Jte|d, , { ... 
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A SUGGESTION AS TO THE 
DETERMINATION OF SEX. 

fiY 

G. ARBOUR STEPHENS, M.D., B.S., B.Sc.Lond. 

Observations made on the life of the infusorian 
Stylortichia show us that, under suitable condi¬ 
tions, it possesses the power of dividing and repro¬ 
ducing asexually about 215 times, when it becomes 
exhausted, unless it is re-energised, or re-stimulated 
by the act of conjugation with another stylonichia, 
not closely related. 

This possibility of ulterior division represents 
a certain capacity in the original stylonichia which 
gets gradually less and less in the representatives 
of succeeding generations, in other words, it re¬ 
presents a certain amount of potential energy (or 
energy of reaction) which eventually dissipates 
itself. 

This potential energy in stylonichia results in 
its division into two similar cells, each of which 
develops into almost an exact representation of the 
Original, the difference being a very slight amount 
less of potential energy. 

If, however, we have a unicellular animal whose 
potential energy is such as to cause its division, 
not into two equally reacting cells, but into two 
more or less dissimilar cells, which, as the result 
of their reaction with one another and with their 
surroundings (water, salts, etc.> produce a cell, 
which in turn developing into a unicellular organ¬ 
ism similar to its predecessor, would go through the 
same process of dividing into two slightly dis¬ 
similar cells, etc.—we here find the most primi¬ 
tive representatives of male and female cells, the 
result of their interaction being that a third cell 
is produced, which represents, to some extent, a 
fertilised ovum. 

The potential energy of this animal would 
necessarily be different from that of stylonichia, 
and, owing to a greater degree of differentiation, I 
the possibility of continuously subdividing asexu- ! 
ally must be less. ‘ 

If, again, we consider the case of a cell dividing 
into two other slightly dissimilar 1 cells, which, by 
their interaction and reaction with their surround¬ 
ing nourishment, produce two other cells, and , 
these again, by an interaction (possibly of the four 


cells) and reaction, produce two cells; we get ail 
animal which might be represented diagramfriati- 
cally thus : 



Fig. 1. 


If now the potential energy of the original cell 
is such that divisional reaction between the cells 
gradually diminishes, the energy of the interaction 
of the two last-formed cells is such as to produce 
only one cell, but a cell Vrhich possesses an 
amount of energy only a little less than would 
have gone into two cells. 

Here, then, we find produced a cell of renewed 
energy—in other words, an ovum—as the result 
of an interaction between the two last-formed 
cells, which represent, in a primitive manner, the 
male and female cells. 

If the energy of this ovum is such as to react on 
its immediate predecessors so as to free itself 
from them, we find a free developing ovum. 

If, however, the energy does not at first take 
the form of disassociation, we find produced a 
budding form of reproduction. 

From this latter can easily be evolved a colony 
of individuals in which, by. the interaction of the 
cells of the various members of the colony, the 
energy so resulting causes a differentiation of form 
and function. 

The last-described animal must necessarily 
be classed as hermaphrodite and parthogenetic. 

If the potential energy of an ovum lead to a still 
further subdivision of cells, we get an animal 
which might be represented diagrammatidally 
thus: 


A S C& 



Fig, 2. 


If, at this stage, the potential energy be such 
that the capacity for subdividing is checked, and. 
that, as in the last-described animal, the cells. 
A and B, not having sufficient energy to produce 


two cells, hut only one cell of increased energy, 
this, reacting with a similarly produced cell from C 
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and D, produces a cell of still greater potential 
energy, in other words, an ovum. 

If the product of A and B should mature before 
that of C and D, it would be necessary for fertili¬ 
sation to get a ripe product, N .in place of the C and 
D product, from another animal, affording a 
simple example of sexual reproduction in an 
hermaphrodite animal where the A and B product 
ripens before that of C and D. 

If, however, the cells of A and B do not possess 
energy sufficient for a capable product, but 
draw for the additional energy upon, say, C, 
then we find produced only one reproductive 
element at the expense of the other; in other 
words, a dioecious animal with an hermaphrodite 
remainder in the form of cell D. 

In this animal, however, should nutrition and 
other circumstances be so favourable as to 
furnish A and B, as well as C and D, with 
energy sufficient for a capable product, then we 
should find the possibility of parthenogenesis 
occurring in what is usually a dioecious animal, 
giving us an explanation of the appearance of 
parthenogenesis in an animal which has become a 
parasite. 

As an example of the circumstances other than 
nutrition which might, by introducing additional 
energy y lead to a parthogenetic development, one 
might mention the experiment of stimulating the 
unfertilised ova of the silk moth with a brush, or 
sulphuric acid. 

A very noticeable fact in connection with all 
cases of hermaphroditism, or parthogenesis, is 
that, while all the energy has been used up in 
producing a developing ovum, the energy has not 
been sufficient to carry the process of development 
of the ovum straight through to the full-sized 
animal, but only to a form which requires less 
energy to produce, viz. a metamorphosis, which, 
however, allows the develbping animal or embryo 
time and opportunity to pick up additional energy 
sufficient eventually to reproduce the original 
form, and so to complete the development. 

If, however, this metamorphic form, as in the 
case of certain parasites, still possesses insufficient 
energy to carry the development through, it must 
resort to yet another metamorphic form so as to 
pile up still more energy sufficient to cause de¬ 
velopment into the original form. 

This theory seems to allow only for the potential 


energy of the ovum leading to the production of 
cells which give rise to an ovum, in other words, 
it accounts only for the production of females: 
but it does, however, seem to show that the pro¬ 
gramme of metabolic reaction and subdivision is 
dependent on the potential energy of the ovum. 

Now is it not possible to conceive of an 
isomeric condition of the ovum, the isomeric forms 
being exactly identical, save in the inclination 
of the potential energy? 

If it leans, as in the example given above, to¬ 
wards the side of A and B (in fig. 2), we find a 
female produced: if it leans towards the side of 
C and D, we get a male, such a suggestion being 
quite in keeping with what is known as isomerism 
in the case of the tartaric or lactic acid group 
of compounds. 

In the study of chemical compounds one cannot 
infer the affinity or reactipn of a chemical product 
from the shape of its crystals, and it is equally 
fallacious to try and explain parthenogenesis from 
the presence or absence of one or more polar 
bodies. 

Parthenogenesis is a form of developmental 
energy, which, however, is less than that which is 
the result of sexual reaction—hence the metabolic 
energy in parthenogenesis is less, and therefore 
the metabolic products are less also, so that it is 
not surprising to find only one polar body. 

Assuming, then, that isomerism is a fairly 
tenable suggestion, we are still faced by the ques¬ 
tion, “ What determines the exact isomeric con¬ 
dition of the ovum ? ” 

A similar question might be asked with regard 
to the carbohydrates, dextrose, and lsevulose, or 
the tartaric acid isomerics, “ What determines 
whether the isomer shall be dextro- or laevo-rotary, 
or whether, as with racemic (tartaric) acid, it com¬ 
bines the two, and causes no rotation of the 
polarised rays ? ” 

One fact observed in connection with these 
isomeric forms is, that it is possible to convert 
one form iqto another, given suitable conditions. 

Another fact that seems somewhat prominent 
is, that one isomer is more readily produced than, 
or appears before, the other. 

Can these facts help us to build up our hypo¬ 
thesis ? 

Is it not possible that the ovum when first 
produced is always of one isomeric kind, which 
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after metabolic reactions, and interactions with 
other cells, such as those of the peritoneum, it 
becomes converted into the other isomeric form? 
and from this we must infer that it depends on 
the exact moment when the spermatozoon enters 
the ovum, whether the ovum is of one isomeric 
form or the other, or between the two, in which 
case an attempt at hermaphroditism is made. 

The fact that ova have to pass through the peri¬ 
toneal cavity must be of great importance. 

In the higher vertebrates, where the number of 
foetuses present at one birth is limited to one or 
two we find an elaborate arrangement at the end of 
the Fallopian tube in the form of fimbriae, whereby 
to ensure a safe and, at times, possibly a speedy 
passage through the abdominal cavity to the uterus. 

If the fimbriae are very active, they will catch 
the ovum in its first stage or isomer; if for any 
reason their action is sluggish, the ovum may 
possibly arrive at the second isomeric stage before 
it is caught and brought into contact with a sper¬ 
matozoon. 

Anything which tends to depress the general 
system at the time of conception would tend to 
depress and render slow the action of the fimbriae; 
such states of depression are produced at times of 
war, or severe epidemics, when the majority of 
infants bom after that period are males. 

A high state of bodily nourishment would tend 
to produce a less active nervous state, and accord¬ 
ingly a less active state of the fimbriae. It has 
been observed that during a very fruitful summer 
the ratio of bulls to heifers, and of rams to ewes, 
has been considerably increased, and the recent 
observations of a German scientist, with regard 
to the birth of sons as a result of the high living 
of the mother previous to conception seem to 
indicate that a prolonged passage of the ova 
through the abdominal cavity tends to produce 
males. 

It is, also, a fact worthy of observation that the 
firstborn child, if conceived during the honey¬ 
moon, is generally a son. The vigour of a bride 
would lead one to infer that the fimbriae were also 
vigorously employed, and quite possibly such is 
the case, but, in a large number of cases, complete 
connection is not performed till the latter part of 
the honeymoon, when the spermatozoon comes 
into contact with an ovum which has been de¬ 
tained in the abdominal cavity. 


As we look down the scale of animals, we find 
the arrangement for catching the ova not nearly 
so elaborate, and this is easily reconciled with the 
fact that it is not of such great importance in 
these cases whether the majority of young ones 
be male or female, for there is such a large num¬ 
ber produced at one time, and a deficiency is soon 
remedied. 

Amongst the fishes we find not only an absence 
of fimbriae, or a similar arrangement, but an 
absence of oviducts. 

In these animals the male ducts are also found 
missing, both the ova and spermatozoa being 
emitted into the body cavity. 

It is very remarkable that in hermaphrodites 
both the male and female ducts are absent, or the 
ducts in both cases go right up to the genital 
glands. ^ 

Now the teleostean class of fishes furnish us 
with such examples of absence of ducts, and it 
also furnishes us with examples of hermaphrodites, 
and animals where it is oftentimes difficult to dis¬ 
tinguish the sexes. 

Hermaphrodites, also, develop by means of a 
metamorphic stage, which, together with the above 
statements, induces me to suggest that the diffi¬ 
culty of tracing the development of eels may be 
somewhat lessened by looking out for a meta¬ 
morphic form of development, or, at least, a de¬ 
velopment under circumstances other than or¬ 
dinary. 

The result of what is called “ breeding-in ” 
amongst dogs is, that the majority of pups are 
females. 

A similar observation with regard to cats leads 
one to infer that “ breeding-in ” takes place to a 
large extent amongst them, for their breeding 
district is very limited, and, as a result, we find 
more female kittens than male. 

A more conspicuous illustration is afforded by 
the present condition of the Royal Houses of 
Europe, where the princesses outnumber the 
princes by seventy to forty, or thereabouts. 

My suggestion is that in these cases the energy 
introduced with the spermatozoon is only sufficient 
to stimulate the female isomeric forms of ova; 
the male isomers, not receiving sufficient energy, 
do not develop, or only occasionally. 

To support this suggestion, I would mention 
the fact that in such cases of close breeding the 
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result is oftentimes not good, as shown by the 
feeble energy in the form of feeble health, feeble 
mental power, etc., and in a large number of cases 
the families of married cousins are very small. 

A natural inference from the above remarks is, 
that it requires less energy to produce a female 
than a male: this is supported by the fact that the 
sons of married cousins are generally not so strong- 
minded as the daughters. 

It may, also be remarked that occasionally a 
female mule has been known to possess sufficient 
energy to produce an ovum which, after fertilisa¬ 
tion, has developed into a foetus, whereas a male 
mule has never been known to have had the 
energy to fertilise an ovum. 

This theory will, moreover, furnish an explana¬ 
tion of what is known as a “ free-martin.” 

The energy required tai produce a female 
isomeric form of the ovum is less than that re¬ 
quired for the male isomer, which is again less 
than that required for two female isomers; still 
more energy is required to produce a male and 
female isomer, and yet again still more to produce 
two hiale isomeric forms in a state ready for fer¬ 
tilisation. 

Now a cow has sufficient energy to produce all 
the forms mentiohed, up to the required state of 
efficiency, except the last; and although attempts 
are made at the development of the last, yet the 
result is always the production of a “ free-martin.” 

The following observation on female rabbits, 
supplied by the sartie buck, may be interesting, as 
tending to support my suggestion that depression 
of the action of the fimbriae tends to produce more 
males. 

With this object I noticed the proportion of 
males to females amongst the’ young when the 
mothers were fed on ordinary food. The result 
was as follows: ’ . • 

. A ■ ’ B Y"' (j rj ; 

' j? <? ? <? ? 

4 3 .4; 4 .33 3 4 

I then fed the mothers on cabbage leaves soaked 
in a weak decoction of poppies, with the idea of 
retarding the fimbriaa, and got the following re¬ 
sults: 

A BOD 

c? 9 C i\ *9 • c? 9¥ 
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BE VIEW. 


Manual of Surgical Treatment. By W. Watson 
Cheyne, M.B., F.R.C.S., F.R.S., and F. F. Btirg 1 - 
hard, M.D. and M.S.(Lond ), F.R.C.S. In six 
parts. Part I. The Treatment of General Sur¬ 
gical Diseases, including inflammation, suppura¬ 
tion, ulceration, gangrene, wounds and their com¬ 
plications, infective diseases and tumours. Part 
II. The treatment of the surgical affections of 
the tissues, including the skin and subcutaneous 
tissues, the nails, the lymphatic vessels and glands, 
the fasciae, bursae, muscles, tendons and tendon- 
sheaths, nerves, veins and arteries. Deformities. 
Messrs. Longmans, Green, and Co. 

The authors, in their preface to Part II, “ ven¬ 
ture to think” that their Manual of Surgical 
Treatment “ is what the man in actual practice 
wants.” Mr. Cheyne and Mr. Burghard may rest 
assured that in breaking away from tradition and 
simply supplying the practitioner with the infor¬ 
mation he requires, without unnecessary embellish¬ 
ments, the wants of the man in actual practice 
are provided for in a way that has never been 
attempted before. The task the authors have set 
before them is to go fully into the question of 
treatment of surgical affections, giving only the 
salient points in symptoms and pathology, deal¬ 
ing with exceptional conditions that may be 
met with, and including all the circumstances with 
which a surgeon is most commonly called upon to 
deal. Unstinted praise is due to the writers for 
the scientific manner in which they have so far 
accomplished their aim, and it must ue remem¬ 
bered that they had no light task before them; 
it is possible that the labour and thought required 
to explain the points in the pathology bearing 
directly upon the treatment recommended, and 
the significance of the symptoms of necessity re¬ 
ferred to for rendering the course of the disease 
intelligible, will never be appreciated to their full 
extent. The authors, however, must console 
themselves with the fact that their busily occupied 
brethren will not fail to avail themselves of the 
great advantage of having this work as a guide 
not only in matters of detail, but also as regards 
the application of principles. If any portion of 
these two volumes can be singled out for special 
remark, it is the treatment advised for tuberculous 
adenitis, where in a little more than three pages 
the whole question is succinctly discussed and the 
operative measures adequately described. It only 
remains to be said that if the succeeding volumes 
of this Manual are up to the standard of the first 
two the medical profession will be furnished with 
an invaluable surgical guide on matters of treat¬ 
ment. 
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AN ADDRESS 

ON 

“LOCAL AND CONSTITUTIONAL 
DISEASE.” 

Delivered before the University College Medical Society, 
Wednesday evening, November ist, 1899, 

BY 

Professor CLIFFORD ALLBUTT, LL.D., M.A., 
M.D., F.R.C.P., F.R.S. 


Ladies and Gentlemen,— It is very kind of you to 
give me so warm a reception, I sincerely hope I 
may give you no cause to regret it, for my 
address has been subject to a number o( 
little accidents, which prevented my preparing 
what I had hoped for this occasion. I will not 
trouble you with the nature of those accidents, 
save of one. I had intended to address you on a 
different subject, but my title was anticipated by 
another physician, who gave an address on the 
subject the other day at the opening of one of the 
hospitals. He dealt with it in a way that I myself 
could not have hoped to approach; but, as I had 
therefore to take up a new subject at very short 
notice, my address to-night may not be so com¬ 
plete as it otherwise might have been. However, 
I can but do my best in grateful acknowledgment 
of your cordial invitation. 

The subject that I propose—shall I say to dis¬ 
cuss or to deal with in a more or less adequate 
way—is that of Constitutional and Local Disease. 

I have taken these words with no intention of de¬ 


fending them; indeed, in the course of my address 
I shall give reason for modifying one or more of 
them; possibly one of them may be almost ob¬ 
literated. The title of the address I adopted not 
so much for the sake of the precision of its terms 
as to give you in common words some notion 6f 
the standpoint I am going to ask you to take. 

Now I propose, in the first instance, before we 
go any farther, to consider how we are to define, 
or, if not to define, to explain to some extent the 
various nouns which enter into this title. We can 
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scarcely* T think, enter upon it profitably, unless 
we clearly understand the meaning of the word 
“ disease.” It may be, and from certain evidence 
I think it is, a matter on which, philosophically 
speaking, there is a good deal of difference of 
opinion. If I may judge by the theses—for the 
most part very good theses—which I receive from 
candidates for the M.D. degree, I note that many 
of them attach a meaning to the word “ disease ” 
which I do not; and I suspect that far beyond my 
experience an interpretation is given to this word 
which I venture to think is unphilosophical, and, 
what of course is very much worse, is misleading 
both in reason and practice. In current use the 
word “ disease ” is taken to signify some sort of 
“ real ” existence. A writer describing in a medi¬ 
cal essay a certain group of symptoms is wont to 
say that “the group is (or is not) to be called a real 
disease.” If I ask him what he means by a “real” 
disease, I need scarcely say that I get no satis¬ 
factory reply. Or, again, a man may write “ such 
and such a series of morbid events occurs in the 
body, but I should not be disposed to regard the 
series as a morbid entity;” and, once more, I may 
perhaps seek to ascertain what is meant by the 
“ morbid entity ” which does not exist, and again 
I fail to get any answer to my question. Is it 
necessary at the present day to declare once more 
that there is no such thing as a “real disease”— 
that there is no such thing as a “ morbid entity ”— 
if by these words we mean more than a group 
of symptoms; these old-fashioned phrases are 
founded upon conceptions which in other subjects 
have been exploded long ago. A disease is not 
a separable thing, which can be supposed to have 
an independent existence; diseases are, of course, 
but various states of the human body, states which 
vary from day to day, some of which are more 
useful—more healthy, as we say—than others, 
some of which, indeed, may deviate so far from 
usefulness as to be incompatible with a due per¬ 
formance of the work of life. There is the same 
kind of difference between a healthy man and a 
diseased man as between a cold poker and a hot 
one, and no more. “ Caloric ” was understood at 
one time to be the “ real entity ” of heat; and 
caloric was supposed to have entered into the 
poker when the poker became hot. And this 
notion of substance, of a morbid entity underlying 
symptoms, clings still to our notion of disease; 


that as caloric entered into the poker to make it 
hot, so some real and separable element enters 
into the healthy body and combines with it to 
produce disease. Perhaps on reflection no student 
would stick positively to this assertion ; still we 
use such words, and we are so far the slaves of 
words that if we accept them in a false sense we 
are apt to get into grave difficulties. Therefore I 
would suggest, and ask you to accept the state¬ 
ment, that there is no such thing as “ a disease,” 
as a separable entity, at all; that diseases are 
merely an indefinite number of various states of 
the body which we divide, purely for our con¬ 
venience, under certain heads or names. It fol¬ 
lows then that whether we call a disease by one 
name or by another matters little, for these names 
being mere names of convenience, tickets for ab¬ 
normal bodily disturbances, they cannot be re¬ 
garded in any sense as separable things. There is 
every sort of transition between any one disease 
and any other disease, from any one fluctuation of 
bodily functions to any other; as I have often 
expressed it, you may walk dry-shod from one end 
of the nomenclature of the College of Physicians 
to the other, finding no breach between any one 
disease, or class of diseases, and any other. In¬ 
deed, all classifications are fictions of the human 
mind, and classifications of diseases are eminently 
fictitious, because the transitions between these 
various states are many, and the gradations so 
infinite that nature knows of no dividing lines; 
these artificial classifications are made to enable 
our finite minds to grapple with infinite series of 
phenomena. 

Our frequent use of types in nosology leads us, 
I fear, to too real and too specific a conception of 
particular diseases. Now the “ type ” has been in¬ 
troduced into the domain of disease from the field 
of biology. Biologists, or morphologists, have a 
habit and a useful one, of making a kind of 
abstract or diagram to represent the several genera 
or families with which they have to deal; but I 
need scarcely say that a “ type ” is never more than 
a purely abstract idea. It is by suppressing a 
number of specific details and confining the atten¬ 
tion tq more general features that you get the 
abstract idea of the mammal, the abstract idea 
of a fish, the abstract idea of a mollusc, or again 
of a family of mammals, fish or mollusca, the 
result being but a philosophical scheme for con- 
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venience of reference; instances which deviate 
from the type, but are not out of sight of it, being 
called aberrant, and instances which cannot be 
referred to any type being called “ atypical.” 
Xow, in biology, such conceptions are not difficult 
to construct, because in this science we have to 
deal with things like dogs and cats, which have 
individual and separate existence; but when you 
decide to construct such several types in the fields 
of disease you are met not only with the difficulty 
which I have already indicated (not only that 
disease has no real existence but is a phase of a 
certain individual man, not only that, as in animal 
life, no two individuals are identical, so that if 
you have twenty men, say, with cirrhosis of the 
liver, no two are identical, and that you have 
to sink all these differences if you are to set about 
a type at all), but also with another and greater 
difficulty, namely, that disease is not a positive 
but a negative condition. Disease, then, is not 
only limited to states or fluctuations of life, vary¬ 
ing in various men, but diseases are not even 
positive states; they are all negative. Boyle said 
of death that it “ is neither a Substance nor a 
Positive Entity, but a meer Privation,” and no 
better words could be used to apply to those many 
and devious paths which too often end in death, 
namely, diseases; and we may say, in Boyle’s 
words, that Disease “ is . neither a substance nor a 
positive entity, but a meer privation.” Disease, 
then, is something negative, something less in 
function than should be, some deprivation, or 
defect in that system of balanced parts and func¬ 
tions which we call an animal or a plant, whatever 
the negation may be. 

Yet you may urge that surely there is something 
positive about disease; surely in certain pheno¬ 
mena of disease there is not negation but excess; 
there is excessive heart’s action, excessive diuresis, 
excessive sweat, excessive mental or bodily vivacity. 
But if you will consider this matter a little further 
you will find that though in certain parts there 
may be great displays of excess, nevertheless the 
excess is only partial, local and transient, an 
excess which depends primarily upon defect. 
Privation is the essence of the thing. In the very 
instances of which We are speaking there is a 
diminished power cf control in some part or 
other, probably some part of the nervous system. 
Although there may be an excess in this system 


1 


or in that, such excess is local and partial 
and itself depends upon a diminution, a negation, 
a defect, somewhere else; the essential change of 
the disease, so far as the whole system is con¬ 
cerned, being primarily not positive or in addition, 
but one entirely of negation or defect. 

Well, you may answer: “ This is all very well, 
but I have got large volumes on medicine for which 
I gave many shillings or pounds, and I find there 
a large number of chapters on very positively de¬ 
scribed things, described in exceedingly various 
and complicated ways; and are all these nothing, 
or on the way to nothing? If disease be merely 
defect, a mere cutting off of things, a gradual 
coming to zero, there surely would not be all these 
various and motley pictures of the process! Well, 
all this variety, when we consider man, lies in the 
exceeding complexity of the human organism; if 
we were to consider in his place an organism such 
as the hydra, or one even simpler still, the amoeba, 
which consists simply of a cell, we should find that 
no systems of medicine can be written about 
them; the diseases of such simple organisms must 
be as undifferentiated as their several structures, 
they must be of the simplest possible kind. The 
diseases of the amoeba might be summed up, I 
have no doubt, in a small number of pages. As 
you rise higher and higher in the scale of life, you 
get not only very complicated building-up, but 
you get relatively complicated phases of demo¬ 
lition, and so come about all these different ways 
in which that complex piece of machinery which 
we- call the human body can get out of order. As 
it is complex far beyond our conceptions, the 
various ways in which that system can be pulled 
to pieces are scarcely less inconceivably complex; 
thus we account for all the varieties of disease. 


Negation as disease may be, negation may take 
an infinite number of turns and directions; 
cracks here and flaws there may put now this 
now' that part of the machinery into disorder, 
some into deprivation, some into correlative 
excess; the number of ways in which the multi¬ 
form body may be dissolved are infinite, yet for all 
that the process is a process of dissolution from 
first to last. From the exceedingly simple animal 
or plant, whose modes of dissolution are all so 
simple that their description would occupy but a 
small piece of paper, we ascend in development 


with, as its reverse, a corresponding complexity in 
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the way in which a system may be disintegrated. By 
disease, then, we mean nothing more than this, 
that a particular disease is a rough average group 
of symptoms and no more, and that no one such 
symptom group has any definite limits cutting it 
off from any others. I am sometimes in the habit 
of comparing diseases to constellations. You look 
into the sky and you see so vast a multitude of 
heavenly bodies that it would be absolutely im¬ 
possible for the human mind to deal with them 
in the lump; the human mind begins therefore, 
after its fashion, for the convenience of thought 
and comparison, to put together the things which 
are like, and to separate the things which are 
unlike. In this way thousands of years ago people 
l>egan to group, quite arbitrarily, the stars in the 
sky. They called one factitious group of stars 
Bootes, another group Aquarius, another the 
Southern Cross, another Orion; but nobody sup¬ 
poses that any one of these constellations has a 
real or separable existence, as such. And so if 
we regard a group of symptoms, and we give it 
the name of Graves’s Disease or Bright’s Disease, or 
whatsoever you please, we merely mean that out 
of a vast and infinite variety of symptoms, meltirig 
into one another but of different magnitudes, we 
classify them for handy reference and criticism 
into factitious groups for mental convenience; one 
area of greater density we set apart under the 
name, say, of Graves’s disease, another denser 
area we call acute nephritis, another pneumonia, 
and so on, dividing them up by salient features 
arbitrarily, for the convenience of thought and 
memory, as we divide our own land into shires. 

Thus it might well be that while one physician 
would say, “ This is Graves’s disease,” someone 
else would say that it is not; yet, fortunately, we 
find that human minds on the whole tend to agree¬ 
ment. English physicians, German physicians, 
French physicians, American physicians, watching 
the same things, agree in perceiving a certain uni¬ 
formity in the way in which they occur, certain 
various areas of relative density of symptoms, an 
agreement which, as I say, depends on the uni¬ 
formity of development in the minds of men. 

Or will you object that all these are merely 
clinical considerations. Let us go, you may say, 
into the Museum : there surely we can see disease 
in its objective forms. We shall see, for example, 
degenerations of the posterior root zones of the 


cord, and that it is tabes dorsalis—surely a sub¬ 
stantial fact. There can be no question here of 
arbitrary conceptions which have no real existence, 
because I see the thing itself in a jar and under the 
microscope. And so we can see granular kidneys 
also, cancerous breasts, or what else you please ; for 
here surely is disease, positive, plentiful, and real 
enough ! But a moment’s thought will tell you that 
these vessels no more contain diseases than sym¬ 
ptoms betray diseases ; every symptom has, although 
perhaps you cannot see it or catch it, its material or 
structural change corresponding to the functional. 
The smallest headache, the smallest stomach-ache, 
the smallest bodily trouble which may pass over us 
almost unnoticed, almost unthought of, has its 
physical substratum; what you see in the posN 
mortem room is but the wreckage, the final term 
and state of what had gone dynamically before. 
That which you saw under that microscope was the 
last term of an infinite past series of changes, func¬ 
tional or structural as you may please to regard 
them—as you may please to express them in terms 
of matter or in terms of energy—groups of sym¬ 
ptoms from the beginning of the case, from the 
first lightning pain the man had, down to the time 
when his cord came upon the table of the post¬ 
mortem room; your dead lump is merely the statical 
result, caput mortuum of a past dynamic series. 
If we had more elaborate means of investigation, if 
our means were sufficiently sensitive and compre¬ 
hensive, had we some still more penetrating and 
discriminating Rontgen rays, we should be able to 
see, as a physical movement in the tissues, the 
pathological correlative of every little breeze of ail¬ 
ment, however slight, that passes over the human 
system. 

Once more, people are disposed sometimes to 
speak of the cause of a disease, of a microbe, for 
instance, as a disease. But a microbe is not ague, 
it is the cause of ague; a microbe is not typhoid 
fever, it is the cause of it; the microbe bears the 
same relation to the disease that a snake which 
bites your leg, and poisons it, does to the conse¬ 
quent sickness, or as a birch-rod bears to an urti¬ 
caria. In reason it does not matter whether 
microbe or macrobe be inside the body or out¬ 
side ; in reason it does not matter whether you are 
tossed abroad by a bull or whether another beast 
getting into your inside tosses you there; these 
agents are not diseases but the causes of disease. 
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Now, if we have got a clear understanding that 
disease is but a group of symptoms, and a group 
arbitrarily selected, it follows that in speaking of 
“ local and constitutional disease ” we are merely 
contrasting groups of symptoms as either local or 
constitutional in purport. 

And, having thus cleared a part of the way, let 
us turn from the word disease to the words “ local 
and constitutional.” Some men have a strong 
tendency to look at what is called the “ consti¬ 
tutional” side of disease. The physician is said 
to have a tendency to look rather on the consti¬ 
tutional, and the surgeon on the local side of 
disease. Eczema, for example, is a symptom 
group which is regarded by one physician as gout 
in the patient; him, therefore, he sends to Carls¬ 
bad, gives him colchicum and blue pill, and so 
on. The same patient may go to another prac¬ 
titioner who never bothers his head in the least 
about the constitutional point of view, but sets to 
work with local remedies and tries to cure the 
eczema wholly from the local point of view. A 
bronchitis, again, may be dealt with from the one 
point of view or the other. As long as medicine 
lasts, and men’s habits of mind vary, some men 
will look at the matter rather from the local and 
others rather from more general points of view. 
For, indeed, these two views of disease, the 
narrower and the wider, are supplementary the 
one to the other, and their combination is ex¬ 
tremely valuable in practice. I say this, although 
I am a physician, and although, as I shall tell 
you presently, the local way of looking at dis¬ 
ease is on the whole more important than to 
look at it constitutionally. Still I think you will 
agree with me that it would be a misfortune if 
either point of view were occupied to the exclu¬ 
sion of the other. The weight given to either 
set of considerations will depend much upon 
temperament; some men will take what appears 
to be a wider view of the matter, others what 
appears to be—though I do not think it is always 
true to say so—a narrower point of view. 

Now unless we ask ourselves what we mean 
by “ constitutional,” as opposed to “ local,” unless 
we define our words, or at any rate attach some 
meaning to them, we are talking in the void. 
What do we mean by constitutional? We have 
already contrasted the local with the constitutional 
point of view, but we have yet a different division 


into general and constitutional; and, indeed, when 
we have divided constitutional disease from what 
we ought more properly to call general disease, 
I fear there will be precious little left of the 
former. We have then to separate a disease 
which is extended in the body at large,—such as 
fever, for example,—from constitutional disease. 
Suppose, for instance, that a person have the 
gout; and suppose further that his father had 
gout, and his grandfather, his brothers, and so 
forth; we then say that he inherits a gouty consti¬ 
tution, and that his constitution will determine 
or colour the subordinate ailments from which he 
may suffer. In this case we should, I think, be 
justified in speaking of the local phenomena, or 
some of them, as constitutional, because they 
spring out of something which the patient brought 
into the world with him, which belongs to his par¬ 
ticular or specific quality and structures as an indi¬ 
vidual. And shall we not agree that those diseases 
only which are rooted in the original man are 
called properly constitutional. If the microbe of 
syphilis, for example, or of tubercle, get into the 
body and modify it after their respective fashions, 
it would be improper to say that the patient is of a 
tuberculous constitution, or of a syphilitic consti¬ 
tution. We should be using the word wrongly to 
use it in this sense, because what is constitutional 
is original, and tuberculosis is an incidental modi¬ 
fication which has been introduced subsequently, 
and should, I think, be called a general disease. 
In the latter case a disease from some local inocu¬ 
lation, whatever it may be, say, a tuberculous graft 
on a bronchial tube, has diffused itself more or less 
about the body, and has altered it from its previous 
habit. We shall find our subject grow clearer then 
if we take out the general from constitutional 
diseases. A local disease, or some local inoculation, 
spreads wider and wider, by means perhaps of 
blood-vessel or lymphatic, and thus spreads itself 
swiftly or slowly over the whole of the body; a big 
stone is thrown into the middle of the pond. But 
this incident, far-reaching as its effects may be, 
has not much to do with the constitution in the 
sense which this word ought to bear. It is not 
something specific in the way in which the man 
was born, it is not an original quality, it is some 
thing which has since invaded the whole or great 
parts of his system, producing the same effects on 
the whole as it would have produced in the system 
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of any other man who had been subjected to the 
same interference. Tabes dorsalis and general 
paralysis of the insane are no longer regarded as 
inherited diseases of the nervous system, nor even 
as direct expressions of a more general neurotic 
diathesis, but in most cases as remote effects of a 
local inoculation from which the system became in¬ 
fected. Acquired syphilis, then, is certainly not a 
*• constitutional disease,” in the sense this word 
should carry, but a general disease. Even “in¬ 
herited syphilis ” is probably no constitutional in¬ 
heritance, but an intra-uterine infection. 

You see, then, that I regard the constitution as 
a kind of biological variation, and conceive the 
gouty person to be a variation, in this sense; that 
is if we assume gout to be a constitutional disease, 
—we do not know much about it, whatever it is; 
but, taking gout as a familiar instance of an 
alleged peculiar constitution, one with a certain 
special bent or proclivity as a system, and consisting 
in less useful functions and ways of nutrition, it 
would appear as a kind of variation or sport, like 
the other hereditary and implicit deviations which 
characterise varieties in all the kinds of life with 
which we are acquainted. 

Such, then, I conceive to be the proper inter¬ 
pretation of the words constitution and consti¬ 
tutional ; but when we have taken out from ab¬ 
normal man all general diseases, we find there is 
little left for the constitutional category. If you 
take out the whole of the infectious fevers and 
their sequels, for instance, much general variation is 
swept out of the constitutional. And the tendency 
of modern nosology is to make this encroachment 
still wider. We used to be very eloquent on the 
“arthritis diathesis,” especially in the French 
schools, but we expect to hear any day that 
rheumatism is something introduced into the 
system after birth and from without; some morbid 
matter, microbic or other; but, if so, rheumatism 
is not a constitutional disease, but a general 
disease; it is not an original diathesis, but a 
secondary deflection. Take, again, the scrofulous 
diathesis, of which the French school was wont to 
discourse, as they did of the dartrous diathesis, of 
the gouty diathesis, of the tuberculous diathesis as 
discriminated from the scrofulous, and so on. Dr. 
Laycock, one of the most acute medical thinkers 
of our time, devoted enormous pains to pointing 
out to us the physical characteristics of persons 


with these several constitutions. He sought to 
distinguish such individuals, each by his peculiar 
characteristic, and would say, “ The gouty man I 
know by certain shapes and aspects; I know the 
scrofulous man, and I can describe him to you.” 
But since the discovery of the tubercle bacillus, 
the scrofulous and tuberculous diatheses, as such, 
are dissolved into moonshine. We were not born 
scrofulous or tuberculous, unless in the very, very 
rare instances in which the bacillus itself seems to 
have been carried over from parent to offspring— 
instances too rare to concern us here. Scrofula 
then has to be removed from the realm of consti¬ 
tutional disease, and at most it seems to be a 
general disease, one incidental to the individual. 

If it be asserted by the defenders of diathesis 
or constitution, that of twenty people exposed to 
the tubercle bacillus nineteen are none the worse 
for it, but the twentieth becomes tuberculous, I 
need scarcely answer that immunity is another 
matter, and one which seems to have little to do 
with constitution, perhaps nothing. Immunity 
appears to depend upon some comparatively 
superficial or transitory dynamic change or changes, 
often indeed very temporary in duration. Against 
some diseases immunity is very fleeting; others, 
such as vaccination against smallpox, confer an 
immunity which is more persistent, yet can scarcely 
be rooted deeply in the original constitution. For 
in a very short time any human being may be made 
immune against certain diseases—smallpox, diph¬ 
theria, scarlet fever, plague possibly, typhoid 
possibly, and so on; or, on the other hand, he 
may be made more susceptible by almost any 
passing debility. Such variations cannot well be 
deep, fundamental, or developmental peculiarities, 
seeing that they are easily induced in anybody by 
no long preparation. Certain races of mankind 
are said, no doubt, to be more immune to this or 
that disease than are others; fortunately, for 
instance, most northern European people possess 
some hereditary immunity, more or less, against 
tubercle; still, even if this be an inborn endow¬ 
ment, it belongs to a class of qualities which during 
the life of the individual are easily added to or 
taken from, it is not an intimate condition of the 
human frame in its innermost and more organic 
development. 

The only diseases which seem to me to be 
hereditary are nervous diseases. I do not discuss 

Digitized by VjOO^lC 


PROFESSOR CLIFFORD ALLBUTT. 


The Clinical journal. 


[January 3; »900. 167 


gout, as we are ignorant of the origin of this 
disease. But nervous diseases I think are here¬ 
ditary ; the neurotic roan seems to be a con¬ 
stitutional variety. We might anticipate, indeed, 
that by immemorial reproduction the development 
of man had become organically so fixed that 
variation would be free in the uppermost levels 
only. You may answer that there is a great deal 
of variation in feature and hair, and so on ; but 
dermal structures in all animal life all over the 
world are very variable, as they ought to be for 
the needs of adaptation to widely different external 
conditions. It is well known that pigeons and 
dogs, for instance, can be changed in external form 
in a few generations. But if we turn to the sphere 
of organic visceral qualities, in which adaptation 
to external conditions is not so exacting, it appears 
to me to be so fixed that only on the very highest 
planes of development is variation free. There 
seems, then, to be a variety of human being whom 
we call a “neurotic,” and herein we do seem 
to get constitutional disease. I need refer only 
to the large fields of insanity or epilepsy for 
examples of my meaning. The mind, then, being 
the last function to be developed, is that which, as 
we should expect, is least fixed and most variable; 
and, though we do not know what causes the 
variations, hereditary variations will keep cropping 
up. Man, then, is a variable animal in his upper¬ 
most layers, but if you cut these off there is very 
little of him left subject to disease which we can 
definitely call hereditary. If you insist on saying : 
What about gout and diabetes ? I must reply that 
I do not know in what gout consists, nor what 
diabetes is; diabetes, indeed, may be itself a 
nervous disease. 

Finally, what do we mean by a local disease? 
Now, a disease may be local in the first instance, 
or it may be local secondarily ; a general infection 
may set up local mischief here and there. If 
rheumatism be a microbic infection, this infection 
may fix itself upon the heart only, or upon certain 
joints, in which case we should call the disease 
local in a secondary sense, a general disease first 
and a local disease afterwards. It is not con¬ 
venient to call the site of an inoculation a local 
disease; outbreaks of erysipelas, for instance, are 
often produced by some small local inoculation, so 
slight as to escape tven the closest search ; on the 
face or neck the microbe may be inoculated by 


| rubbing off some unnoticed pimple. Even if we 
contemplate so great a local inoculation as anthrax, 
I think you will agree with me that inoculatory 
points, even so grievous as this, can be called local 
diseases only in a very narrow sense. What we 
mean by local disease is a disease which has its 
main evolutions in a particular locality, as is the 
case with pneumonia, or typhilitis, or eczema. An 
anthrax boil or a chancre may be so small as to 
pass unobserved, but may be none the less effi¬ 
cacious to set up the general disease. 

Once more, we know that tetanus and diph¬ 
theria, for example, are local diseases in another 
sense, namely, that from a particular spot other 
parts of the body are supplied with toxins which 
circulate perhaps all over the body, although, like 
all poisons, they may have their special affinities 
for particular tissues, as is the case in injection of 
filtered toxins into animals. These diseases which 
have their local breweries differ from those, such as 
septicaemia, in which the microbes have their career 
in the blood-stream. Or we meet with other con¬ 
ditions where microbes have not manufactories 
quite so local as in tetanus and diphtheria, yet are 
restricted in the sphere, as in pneumonia or pneu- 
mococcic meningitis. Whether, again, in enteric 
fever the bacilli attack the intestinal' glands pri¬ 
marily and thence infest the body, or conversely, is 
as yet unknown. We find, then, mere points of 
inoculation; or we find local establishments from 
which toxins are brewed and distributed all over the 
body; or we find, again, general diseases in which 
the general disturbance is propagated from a 
battlefield, as in pneumonia; or we find diffuse in¬ 
fections, such as septicaemia, in which microbes 
are floating about everywhere, though even then 
we observe in not a few cases that local settle¬ 
ments may be leading events, as for example, in 
pyaemic abscess. But, to illustrate the obscurity 
of these relations, we cannot now tell whether 
pneumonia is a local or a general disease ? Do the 
bacilli entering the lung, by their direct impact 
upon the lung, set up inflammatory action in the 
part of the lung into which they are inhaled, the 
inflammatory action being the determination of 
abundant blood in slower currents to fight the 
cocci, and the general fever a mere symptomatic 
fever, such as we might see in a wounded leg; or 
is it, which seems most likely, that the microbes, 
or their toxins, penetrate and get considerably 
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beyond the lung, and thus infecting the system 
set up a characteristic fever; for the fever is cer¬ 
tainly very characteristic, and seems to be ended 
with the victory of the blood over the microbes. 
Here is a disease standing doubtfully on the con¬ 
fines of local and of general disease, but in no 
sense is it constitutional; and if bleeding be 
efficient in some cases to unload the heart, the 
operation is no longer regarded as a diversion of 
blood which, by its weight, is a primary cause of 
injury to the lung. 

I must not pursue the many instances, which 
would carry us on a long way, which demonstrate 
how local diseases may become general diseases, 
and general diseases local, by all sorts of machinery; 
by absorption, by infiltration, by embolism, and so 
forth. But I will allude to that exceedingly curious 
factor, often found in obstruction of the bowels of 
the acute kind, or in peritonitis, when the contents 
of the bowel are so enormously virulent that their 
presence unneutralised in the intestinal canal 
is apt to produce the painful series of symptoms 
which we call collapse. So fatal is this poison that, 
if there be a free passage through the bowel, as in 
cases of puerperal peritonitis, it may be consistent 
with good practice to use purgatives in the earlier 
stages of such conditions. Or, in other and more 
obstructive cases, the bowel may have to be slit by 
the surgeon in order to evacuate this venom through 
the opening; such being his conviction of its ex¬ 
traordinary virulence. Thus a local disease of the 
bowel may be the source of a fatal general disease. 
This is perhaps a truer explanation of the fact than 
the rather mythical explanation about inflammation, 
the invasion of the organic plexuses of nerves by 
the inflammation, and so forth, which rests on 
hypothetical grounds of which we know very little. 

Again, a local disease may set up general disease 
very indirectly, as by the pain or other irritation 
causing depression or insomnia, by deprivation of 
exercise, and so forth. 

A great field of observation in this matter of 
local and general disease is that of the blood, and 
we often admire what we describe as the “ sterility 
of the blood,’’ as if it were some precious inno 
cence with which the blood is permanently en¬ 
dowed. Now in all probability the blood is just 
as little sterile as any other such substance, and is, 
no doubt, as incessantly invaded by micro-organisms 
as any other partially-protected part of us. We 


know that microbes can penetrate an uninjured 
mucous membrane, and that they probably travel 
through them as through the mucous membranes 
of the kidneys, for instance, without breach of 
surface. Like the aerolites which, though invisible, 
are always whirling about us in space, showers of 
microbes are incessantly coming in contact with 
our bodies and traversing our tissues. In what, 
then, does the alleged sterility of the blood con¬ 
sist? It consists in the power of the blood to 
destroy these invaders so constantly and so effici¬ 
ently that we can never find them. This is, then, 
but a relative sterility of the blood ; and we know, 
indeed, that if under certain circumstances microbes 
swarm into the blood in large volume, as, for ex¬ 
ample, through the orifice of an open vein in the 
puerperal state, they may enter in such enormous 
numbers, and so suddenly, that the blood cannot 
deal with them. But if they come in small batches, 
the blood with more or less success, perhaps with 
some general bodily disturbance, can destroy them. 
The blood then is endowed with such wonderful 
germicidal properties that it destroys all these in¬ 
flowing organisms before we can catch them there, 
and, as I have often put it in my own lectures, 
so long as we retain command of our inland sea 
we are comparatively safe. There is the lymphatic 
system also to be considered, but the lymphatic 
glands in great measure filter out any ingoing par¬ 
ticles. It is the germicidal properties of the blood, 
then, which constitute an exceedingly important 
bulwark between local and general disease. So 
long as the fairy navy which polices our inland sea 
is active,—and foul air, overwork, grief, depression 
of spirits, any privations may lower the power of 
these policemen of the sea—so long as this polic¬ 
ing is done we are safe. But if this navy becomes 
weakened, then the microbes are not killed in de¬ 
tail as they ought to be, a few of them manage to 
get a footing here or there on the shore, where they 
may breed in prodigious numbers; and if the blood 
be not overwhelmed in a general conflagration, we 
shall have a bad time until the strife is settled one 
way or the other. 

Again, a general disease may leave a local infec¬ 
tion, throwing it up on the surface, receding, and, 
as it were, forgetting all about it; the local disease 
continuing nevertheless by virtue of its own inertia, 
or reinforced by local accident. While it is very 
important to remember that a local disease may, 
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-and very often does, owe its origin wholly to local 
incidents of one kind or another, yet very often it 
owns a general, if not “ constitutional/’ origin, or, 
again, has its source in local disease somewhere 
else in the body. But the constitutional, or the 
general, or the distant cause may pass away and 
leave the local consequences stranded. Thus gout 
may throw up an eczema or a bronchitis to the 
surface, and may soon disappear; the gouty quality, 
if such there have been, may evaporate from the 
local lesion, and yet the eczema or the bronchitis 
may remain, and may, indeed, persist indefinitely. 
Or take again, as a local disease depending upon 
other disease elsewhere, a hemiplegia from a com¬ 
paratively small haemorrhage into the brain. A 
comparatively small haemorrhage takes place into 
the brain, and there follows a hemiplegia, quite 
sufficient to spoil the man’s life. In the course of 
time, be it six or twelve weeks, the haemorrhage is 
wiped up, covered, healed, and done with; the 
nervous strands, many of them only thrust aside, 
are released from pre>sure, or in the common uses 
of life a few strands or cells are not missed, and a 
fair degree of brain soundness is left. But there 
remains the hemiplegia. Even if it do not go on 
to rigidity, the disability, enough to spoil the man’s 
life, remains. Here a local disease is the con¬ 
sequence of a storm which had gone over and left 
this wreck behind it, as it were, forgotten. Once 
more take infantile paralysis; I remember, when I 
was a hospital student, that all cases of infantile 
paralysis w r ere put on a back bench with a shrug 
of our shoulders, and the mothers were told not to 
bring the children any more as their local disease 
was incurable. But w r e do not do this now; for 
twenty or twenty-five years or more we have not 
followed this counsel of despair. We know now 
that the general infection and the central mischief 
which caused the paralysis have passed away; that I 
the cord has very likely healed up soundly enough, J 


l thrown up by some bygone general disorder, and 
in their treatment it is all-important to recognise 
that the systemic or general cause of these local 
manifestations may have disappeared long before. 
This being so, the treatment of the local disease 
becomes itself local. So, too, with certain diar¬ 
rhoeas. Diarrhoea is set up, let us say, by some 
ingested poison; the systemic disorder may have 
gone long ago, but by its inertia the perversion of 
a part of the bowel remains. If you persist in 
treating such a patient by constitutional remedies 
only, you will waste your time, because the general 
disease which gave rise to the local disturbance has 
vanished. Thus it is, I think, that we often have 
difficult decisions to make as regards treatment, 
whether that is, allowing that a certain local disease 
took its rise in constitutional or general causes, 
these causes are still at work; or whether they are 
spent, and the local disease persists, either of its 
own inertia or in submission to some new and 
usually local causes. 

I think the same or like arguments apply to 
Bright’s disease, which, whether as “ nephritis ” or 
as “ granular kidney,” owes its origin, as I believe, 
always to toxic causes. Scarlet fever, let us say, 
produces a nephritis, which very often clears up 
entirely; but if the attack were very severe the 
consequent damage may not clear up, and very 
often does not; it persists of its own inertia. I 
believe that all chronic Bright’s disease is flotsam 
and jetsam which remains after the toxic storm 
may be long spent. Unfortunately, we know of 
no local means, direct or indirect, by which we 
can confidently hope to cure Bright’s disease. 
We have better means in the case of heart disease, 
also not infrequently a local disease left by such a 
disease as rheumatism, which, after it has passed 
by, still leaves the heart locally damaged. But 
the damage which remains is not rheumatic; the 
rheumatism, I repeat, has gone long ago, though 


and that there is a fair amount of anterior horn 
cell tissue left to go on with; so, regarding much 
of the palsy at any rate as inertia, we set to work 
to keep the limb warm and to maintain its nutrition 
by massage and electricity; and after steady work 
on these lines, we may find even after an interval 
of a year or two that you may remove much of the 
heplessness and paralysis and restore to the patient 
something, if not a normal, at any rate a useful 
gait. Many skin diseases are flotsam and jetsam 


the local condition, in Milton’s words, still “ slugs 
and worsens.” This being so, we dismiss all concern 
with the primary and general causes, and treat the 
local injury by mechanical and other means, often 
so successfully that the man may live in comfort 
for many years. 

Therefore we come to this, that “ constitutional 
disease ” is very much of a visionary condition; 
that there are very few” morbid series to which 


such a name can properly be applied; nearly all 
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so-called “ constitutional ” diseases being properly 
called general diseases. That there may be some 
few recurrent original nosological variations of 
man, I admit; but nearly all these alleged here¬ 
ditary varieties—rickets and the rest of them—turn 
out to be foreign introductions; they established 
themselves incidentally, and subsequent to birth. 

Furthermore, systemic disease may be secon¬ 
dary to a local disease which does not diffuse 
itself as such, but throws out of gear some part on 
the integrity of which the working or safety of the 
system depends. If the liver, for example, being 
deranged in function, allows poisons from the 
intestinal canal to reach the system, which poisons 
it is the normal duty of the liver to neutralise, a 
local disease of this organ thus negatively sets up 
general disease. The same principle is illustrated 
in myxcedema, and so forth. The moral of all this 
gossip is, that in particular cases, while we do not 
forget the often latent general causes, we shall, as 
a rule, watch all our local diseases as local; whether 
they be points of primary inoculation, or local 
settlements of some general poison, or local plant 
from which general poisons are diffused, or local 
parts perverted or out of gear, upon the integrity 
of which the system depends, or local disease, 
purely local, and concerned with the system very 
little, if at all. 

Do not, then, idly accept the doctrine of 
“ original sin ” in pathology—I say idly, because it 
is something of a fatalist dogma—keep your eyes 
vigilantly then on all local conditions and local 
causes, for whether the local affections be primary 
or secondary, whether in this mode or that, they 
play by far the larger part in disease. Re¬ 
member, too, that many parts of the bodily 
surface are peculiarly vulnerable in small and 
incidental ways, of which we have very little per¬ 
ception or knowledge. An obstinate eczema of the 
legs, ascribed to an alleged return of gout with the 
cold weather, may be due to a habit of standing with 
the back to the fire; as Dr. Payne has shown, 
acne may be kept up on the face and shoulders by 
the microbic showers from the head; and eczema, 
as we know too well, frequents microbic areas, 
such as the armpits, groins, and the exits of the 
body. So the tonsils again take in evil matter of 
this kind or that, and suffer themselves, or transmit 
it to other parts. Not to multiply instances which 
will occur to the youngest of you abundantly, we 


may detect superficial vulnerabilities and dangers 
at the many adits and exits and surfaces of the 
body in almost every evil to which the flesh is 
heir, influences which, if not sufficient to account 
for the whole of a disease, will account for much 
or most of it. 

Knowledge is accumulating no doubt, but often> 
even still, we do not know why a certain skin 
disease comes here, and another there ; though we 
become more and more convinced that if not 
always in origin, nearly always in continuance, the 
causes are probably local. To call them con¬ 
stitutional or gouty, or anything of that sort, may 
imply a modicum of truth, but from the point of 
view of treatment at any rate, this modicum is of 
no great service to us. On the other hand, local 
disease may be isolated disease, yet in the majority 
of cases it is a cause of general disease, a con¬ 
sequence of it, or an expression of it. In a very 
few cases it may be a manifestion of a specific 
constitution. 


The conviction recently gained in a magisterial 
court against a firm of merchants for selling cream 
preserved by means of boracic acid without in¬ 
dicating to the purchaser the fact of the presence 
of the drug, has aroused general attention. The 
publication by Messrs. Churchill of a translation 
from the German of Dr. Oscar Liebreich’s little 
book on the ‘ Effects of Borax and Boracic Acid/* 
affords an excellent opportunity of studying the 
views of a scientist on the subject. In the first 
few lines the author states that now-a-days the 
relation subsisting between the human organism 
and borax and boracic acid, has become a matter 
of importance, since these substances are now 
used as admixtures to food. Dr. Liebreich con¬ 
cludes with the opinion that borax and boracic 
acid, far from being injurious to the human system, 
are really wholesome substances, but a far greater 
number of observations will be required before 
this can be conclusively proved. Messrs. Churchill 
have rendered a decided service, not only to the 
medical profession but also to the public at large, 
in bringing out this translation of Dr. Liebreich’s 
investigation. In the matter of printing and 
coloured illustrations nothing is left to be desired. 


*' Effects of Borax and Boracic Acid on the Human 
System,’ by Dr. Oscar Liebreich. London: J. & A. 
Churchill. 
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It has been asserted by some authors that if 
nephrotomy were more often practised, nephrec¬ 
tomy would rarely if ever be needed. Like many 
similar statements, there is probably a considerable 
element of exaggeration contained in it. At least, 
however, it is certain, and I hope in the present* 
paper to be able to prove it to you, that an early 
exploration of the kidney in cases of doubtful 
nature is in reality one of the most conservative 
measures within the whole range of surgery, and 
may most truly be termed conservative m the best 
sense of the term, because it leaves behind an 
organ as perfect practically in function as it ever 
was, and one which has been rendered less liable 
to progressive disease than it formerly was owing 
to the surgical operation that has been performed 
npon it. 

It may be somewhat difficult to lay down with 
absolute precision the indications of those con¬ 
ditions which demand and, indeed, urgently call for 
surgical interference. Our opinions on such a 
subject are obviously progressive. What was not 
permissible yesterday becomes allowable to-day, 
partly because of the increasing safety of opera¬ 
tions in general, and partly from the greater ac¬ 
curacy of diagnosis. 

The real question, I think, that we should ask 
ourselves is, what is the principal cause of pain in 
connection with renal affections. Formerly there 
would have been no difficulty in giving a direct 
and categorical answer to such a question. To 
calculus, and to calculus only, was ascribed the 
power of producing renal pain. To-day the answer 
to such a question is far different, and our con¬ 
ception of those conditions which are capable of 
giving rise to pain is a much extended one. They 
are so many and varied in their extent, that calcu¬ 
lus must now be looked upon as a somewhat rare 


cause compared with others that are far com¬ 
moner. In very many instances, probably in the 
vast majority, pain is an indication of a distended 
kidney pelvis. This condition may be induced by 
many causes and many pathological conditions, but 
pain in the kidney is usually quite as much an 
indication of distension of that organ as pain in 
the region of the bladder is an indication of its 
distension. In a paper published by me several 
years back, under the title of “ Acute Renal Dislo¬ 
cation/’* I showed that it was possible to replace 
a kidney that had wandered from its natural 
position, and arrest almost at once the train of 
symptoms to which it had given rise. Quite re¬ 
cently a more striking instance of this kind has 
come under my notice, which I will briefly relate, 
as it throws so much light on the pathology of 
renal pain*:—Mrs. S—, the patient in question, 
was under my care some years back on account of 
a painful left kidney. It was explored, found to 
consist of a mere shell containing pus and cal¬ 
culous material, and was removed. For several 
years I lost sight of this patient. About a year 
ago she turned up again complaining of pain in 
the region of her right kidney. I could feel it 
largely distended and evidently in a condition of 
hydronephrosis. It was not very painful. By 
careful manipulation it suddenly shifted its posi¬ 
tion slightly, and began to shrink in size; in other 
words, it emptied its contents into the bladder. 
The patient soon learnt to manipulate it herself, so 
as to empty its contents whenever it became dis¬ 
tended; and I learnt from questioning her that 
she was conscious of the fact that for some hours 
she often had no water in her bladder, and that 
during this time her kidney became progressively 
more painful, but that the emptying of the kidney 
at once caused the pain to cease and water to flow 
in abundance from the bladder. The water which 
she passed contained usually a certain amount of 
albumen, specific gravity 1018, no casts. I 
advised an exploration of the kidney, and found a 
largely distended pelvis capable of containing some 
ten or twelve ounces of urine, and the cortex was 
somewhat thinned out. I fixed the kidney to the 
lumbar fascia, taking care to place it in such a 
position that water could easily pass down the 
ureter, which I ascertained contained no obstruc- 

* ‘ Med.-Chir. Trans.,’ vol. lxxvi, p. 253. 
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tion, and drained the interior of the kidney for just 
over a fortnight, at the end of which time the urine 
all passed the right way. She has been free from 
pain ever since, the urine has ceased to contain 
albumen, and her health has been quite as good 
as it has been for some years past. The result has 
so far greatly exceeded my anticipations. Drainage 
of the dilated pelvis has enabled it to contract to 
more natural dimensions, and the urine passes into 
the bladder as it is secreted. 

A more complete history, illustrating the dan¬ 
gers that may result from a movable kidney, it is, I 
am sure, hardly possible to find. And it is well to 
bear in mind how long a time may elapse between 
the first symptoms of mobility and the occurrence 
of the symptoms which indicate that serious and 
possibly irreparable damage has taken place in the 
affected organ. In one case, in which I was 
obliged to excise the kidney, because it was a mere 
bag of pus and proved a source of considerable 
inconvenience and danger to its possessor, the fol¬ 
lowing history was obtained. The patient in ques¬ 
tion was thirty-two years of age. She had suffered 
at the age of sixteen or seventeen from lumbar 
pain, which I have no doubt, from the subsequent 
history of the case, as well as from the character 
of the pain, was of kidney origin, and depended 
on some mobility of the right kidney. The pain 
was at the time ascribed to weakness of the back, 
and she was ordered to lie down for some hours 
daily and lead a semi-invalid life. This course of 
treatment was pursued for several years and with 
a partially beneficial result. The pains became 
less severe and at times vanished for several 
months, but she usually had one or two severe 
attacks every year. 

At the age of twenty-seven she married, and had 
a child the following year. During the course of 
the pregnancy she had several attacks of pain and 
passed a little pus. After the pregnancy was over 
the urine became free from pus, and the pains re¬ 
sumed their normal frequency. Two years later 
she again became pregnant, and the pus almost at 
once returned, and before the pregnancy came to 
its close a considerable amount was passed every 
day. When the abdomen again returned to its 
normal dimensions, the kidney could be felt to be 
considerably enlarged, the attacks of pain were 
more frequent and more severe in character, and 
were often attended by a rise of temperature and 


other febrile symptoms. It was during one of these 
attacks that I saw her, and advised removal of the 
kidney. The operation was performed, and her 
pain and pyrexia have completely vanished. There 
can be no reasonable doubt that if nephropexy had 
been performed on her movable kidney years be¬ 
fore, its integrity would have been preserved and 
much pain and suffering avoided. From cases 
that have been under my care, and from inquiries 
that I have made of various practitioners, I have 
collected notes of close upon twenty cases in which 
pregnancy has been the starting-point of suppura¬ 
tion in a movable kidney, and I am sure that no 
woman exhibiting any symptoms of movable kid¬ 
ney ought to get married until it has been fixed in 
its place. 

Movable kidney as a predisposing cause in the 
formation of stone .—It is well known that kidneys 
that have been movable and have suppurated often 
contain stones in their interior, which are usually 
phosphatic in character. It is not to stones of this 
sort that I am at present alluding; they are ob¬ 
viously an accompaniment of suppuration. But 
movable kidneys contain uric acid stones far more 
frequently than do normal kidneys. I have found 
at least three or four stones under such circum¬ 
stances when I did not expect it; and if one reads 
the accounts of operations on movable kidneys, 
one is struck by the fact that in a certain propor¬ 
tion of cases the presence of a calculus is noted. 
It is, of course, quite possible to maintain that it 
was the stone which, by temporarily arresting the 
urinary outflow, caused the kidney to become 
movable; but this can hardly be accepted as an 
explanation of those instances in which the stone 
is firmly impacted in the calyces or cortex of the 
kidney, nor will it help us to explain the fax:t that 
many patients suffer from renal calculus on one 
side only, and, when the stone has been removed, 
appear to have no tendency to the formation of 
calculus in the opposite kidney. But if we look 
to the cause of stone formation we shall find that 
there are two factors necessary to its production— 
the presence of an excess of uric acid, and the pro¬ 
duction of the colloid substance or cementing 
material which is necessary to the production of a 
concretion. This cementing substance may be 
very easily produced as a result erf some attack of 
inflammation by which an excess of mucus or 
some pus is produced, and to attacks of congestion 
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and inflammation these kidneys are exceedingly 
prone. If, therefore, they should happen to occur 
in an individual who is prone to the formation of 
uric acid, a calculus is exceedingly likely to be 
produced. Movable kidneys would probably ac¬ 
count for more stones than they do were it not for 
the fact that the vast majority of movable kidneys 
occur early in life, say, before the age of thirty-five, 
whilst the age at which most uric acid calculi are 
formed is a much later one. 

It is in the earliest stage of the disease, when the 
kidney has just begun to shift its position, and is 
liable to entangle its vessels with surrounding 
structures, as well as being exquisitely painful, that 
it is so prone to attacks of congestion. Then is 
the time that it should be fixed in place, if an 
absolutely perfect cure is to result. When it has 
surmounted the dangerous process of breaking 
loose, and its vessels have been lengthened by 
long pulling, so that it can swing backwards and 
forwards on its moorings in obedience to the move¬ 
ments of the abdominal tides, it rarely comes to 
much harm, and is oftentimes a source of no in¬ 
convenience whatever to its possessor. Such kid¬ 
neys may be safely left alone. 

I now come to another class of cases, viz. those 
in which the exact nature of the renal trouble is 
uncertain. It may be there is pus or blood present, 
and most probably there is some pain. I think I 
can best illustrate these conditions by relating the 
history of some cases that have come under my 
own care. 

Villous tumour in the kidney. —J. S—, aged 
forty-seven, was placed under my care some years 
ago in the West London Hospital in consequence 
of severe pain in the region of the left kidney. She 
stated the pain had first made its appearance some 
six months before. She was seized with a pain in 
the left loin which became gradually worse for 
some hours, and then gradually abated. After its 
cessation she passed a considerable amount of 
blood with her water. A good many attacks had 
followed at intervals of a few days or a few weeks, 
and very often they were accompanied by haema- 
turia. They usually lasted for a few hours and 
then disappeared, and were gradually increasing in 
frequency. I did not venture to make a diagnosis 
of the condition, but advised exploration of the 
affected kidney. It was found to be rather more 
movable than natural, and considerably distended. 


I opened the pelvis just where it joined the kidney 
substance and found a small pedunculated villous 
tumour in its interior, which I removed along with 
some healthy tissue surrounding its base. There 
was no appearance of any second growth. Re¬ 
covery was uneventful. I followed up my patient 
for over three years and she never had another 
symptom of urinary trouble. There can be but 
little doubt that her symptoms were due to a tem¬ 
porary occlusion of the ureter by the tumour. The 
kidney-pelvis in consequence became distended 
with urine, and the renal congestion which neces¬ 
sarily ensued caused the tumour to bleed. This 
was followed by a temporary shrinking of the 
growth, with the result that the urine again found 
its way down the ureter. 

Calcareous grit in the interior of the kidney 
simulating stone. —A man aged fifty-five, who had 
spent some years in India, came to me with sym¬ 
ptoms which seemed to indicate the presence of a 
renal stone. His urine was often loaded with 
lithates and was highly acid. Specific gravity 
1024. He complained of pain in both renal re¬ 
gions. After keeping him for some weeks under 
observation I explored his right kidney from the 
loin, and it was arranged that I should introduce 
my hand into the peritoneum and palpate the left 
kidney, if nothing was discovered on the rigne side. 

When I opened the kidney I found to my sur¬ 
prise that it contained no stone, only an abundance 
of gritty material, which seemed to adhere to its 
interior and was exceedingly difficult to detach 
from the kidney wall. It consisted largely of small 
uric-acid crystals. I contented myself with drain¬ 
ing the kidney, and did not explore the opposite 
side, but some four inches below the kidney I 
found the ureter was blocked by a small stone, and 
I had to make a longitudinal incision in it before 
I could get the stone out. The subsequent history 
of the case is a very satisfactory one. His uric 
acid has been reduced by a suitable dietary, and 
he is now in the possession of excellent health, as 
a consequence of the accurate diagnosis which the 
operative interference enabled me to make. 

Early tubercular disease of the kidney causing 
severe renal pain. —E. V—, aged twenty-nine, a 
healthy-looking man, came to my out-patient room 
stating he had had very severe pain in the region 
of his left loin for some months. It often ex¬ 
tended down into his leg, and completely incapaci- 
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tated him from earning his living. On several 
occasions there had been slight attacks of haema- 
turia. He was admitted into the hospital and the 
left kidney explored. The lower end of it was 
found to be much enlarged. It was opened, and 
appeared to be filled with what looked like in¬ 
flammatory granulation tissue. The disease ap¬ 
peared to be so limited to the lower part of the 
kidney, and the pelvis of the kidney was so com¬ 
pletely cut off from the diseased part, that, uncer¬ 
tain as I was of the nature of the growth I had 
before me, I decided to remove the lower half of 
the kidney. I had no difficulty in closing the 
stump of the wound in the kidney with sutures 
after having secured one or two bleeding points. 
A drain was placed in the neighbourhood of the 
kidney, and for a few days some urine came 
through the wound. Recovery was uneventful. 
When the portion of the kidney that had been 
removed was submitted to pathological examina¬ 
tion it was found to be a tubercular growth. At 
first I was inclined to wish that I had removed the 
whole kidney, but now, when more than two years 
have elapsed and my patient is still well, I am glad 
to think I performed the operation which I did. 
How far it may be advisable to attempt partial 
removal of tubercular kidneys I am unable to say. 
Probably there are but few cases in which such a 
course is desirable; at least it is satisfactory to 
learn that such a mode of treatment is sometimes 
successful. 

Large perinephric abscess associated with renal 
pain .—In October, 1897, I was asked by Dr. 
Anderson, of Lavender Hill, to see an employe on 
the South-Western Railway. He was suffering 
severe pain in the region of his left kidney, which 
had been getting worse for some weeks past, so 
that he had been forced to keep his bed. The 
case was a very obscure one. His general appear¬ 
ance seemed to indicate some grave condition, 
whilst the renal character of the pain was so un¬ 
mistakable that it was evident some renal trouble 
existed. His kidney was explored from the left 
lumbar region, but there seemed to be so much 
hard tissue in its neighbourhood that it was quite 
impossible to locate its exact whereabouts. Under 
these circumstances the peritoneum was opened, 
and the abdominal cavity explored with the hand. 
The diaphragm was found to be drawn up, and 
with it the kidney, but between it and the back 


there seemed to be a thickened mass of inflam¬ 
matory tissue, into which an incision was made. 
Eventually pus was discovered tracking deep down 
below the ribs, and between them and the kidney. 
A drain was inserted, and though the con¬ 
valescence was prolonged, a complete recovery 
ensued. The trouble proved to be entirely extra- 
renal. 

Appendicitis simulating renal trouble .—In July, 
1898, Dr. Jeken, of Eltham, asked me to see a lady 
aged thirty, who had been seized with severe renal 
pain on the right side two days previously. She 
had not been well for about a week, and attributed 
her illness to eating strawberries and getting wet 
at a garden party. There was a doubtful history 
of some pus in the urine. When I saw her there 
was great tenderness over the right side of the 
abdomen, which was hard and resistant to palpa¬ 
tion. 

The right kidney and ureter were first explored 
from the loin, and found to be perfectly natural. 
An incision was then made over the appendix. 
There was a little thickening of the subperitoneal 
tissue in its neighbourhood and in the neighbour¬ 
hood of the caecum, but the appendix itself was so 
free and normal in every respect that there seemed 
to be no indication for its removal. There were 
some retro-peritoneal glands in the pelvis and 
around its brim. If the diagnosis was not quite 
clear, it seemed at least certain that we had hit 
on the site of the inflammation, and that in all 
probability no pus would be formed. The patient, 
who was treated by mild purgation, made a good 
recovery after several rather foetid motions had 
been passed. 

In this case, as in several of the preceding ones 
which I have related, it was the operation which 
enabled an accurate diagnosis to be arrived at, and 
consequently tended largely towards the successful 
result. Perhaps there is no point which these 
cases that I have laid before you so clearly em¬ 
phasize, as the need for promptitude of decision 
and early diagnosis if a successful termination is 
to be attained. The object of modern surgery is 
to so far anticipate matters, that we.may not merely 
ensure an eventual recovery, but recovery with 
organs and their functions undamaged. 
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SPASMODIC TORTICOLLIS. 

BY 

E. NOBLE SMITH, F.R.C.S.Edin., L.R.C.P.Lond., 

Senior Surgeon to the City Orthopaedic Hospital, and 
Surgeon to All Saints’ Children’s Hospital, 

London. 

In ‘The Clinical Journal* for May 10th, 1899, I 
recorded the case of a young patient upon whom 
I had operated for spasmodic torticollis associated 
with chorea, and I am now able to give some 
further information regarding the subsequent his¬ 
tory of the case. 

It was a remarkable case on account of the age 
of the patient, she being only sixteen when I first 
saw her, whereas this disease is seldom seen in 
patients under the age of thirty. As there were 
symptoms of caries in the cervical vertebrae, it was 
thought possible that the spasms were the result 
of reflex irritation caused by the bone disease. 
The neck was fixed mechanically, and the patient 
improved in general health and as regards the 
symptoms of caries, but the spasmodic torticollis 
remained. I therefore removed a piece of the 
spinal accessory nerve of the left side, and sub¬ 
sequently pieces of the external branches of the j 
posterior divisions of the second, third, and fourth 1 
cervical nerves. The result of these operations | 
was excellent, the spasms in the muscles supplied 
by the nerves operated upon being absolutely 
removed. 

A very interesting and important fact was re¬ 
corded in the paper, namely, that six months after 
the removal of half an inch from the spinal 
accessory of the left side, power began to come 
back in that muscle, and a year later the action of 
the muscle was found to be perfect, while it was 
quite free from the old spasm. 

After the above-named operations had been 
performed, namely on the spinal accessory of the 
left side, and on the second, third, and fourth 
cervical nerves of the right side, there remained 
some spasms in the right sterno-mastoid. This 
latter spasm increased, and at the end of March, 
1899, I operated upon the spinal accessory of this 
side. 


head freely in any direction, having perfect control 
over it. There was perfect action of both sterno- 
mastoids, and the only sign of paralysis was in the 
upper fibres of the trapezius of the right side. 

On this right side ihe spinal accessory had been 
operated on less than seven months previously. 
The right cervical nerves had been divided sixteen 
months, and the left spinal accessory nearly five 
years. 

There was not the slightest sign of spasmodic 
action in any of the muscles. 

As I have stated on many previous occasions, I 
have never seen any permanent disability or incon¬ 
venience to the patient from paralysis produced 
by these operations, yet I think we may consider 
it very satisfactory that power should return in the 
paralysed muscles, presumably from regeneration 
of the nerves. 

In referring to disability from paralysis, I may 
mention one case in which a patient did make a 
complaint. It was a very severe case of spasmodic 
torticollis in a man. He was in a most desponding 
condition before operation, and his friends feared 
he might commit suicide because of his severe 
suffering. Operation upon one spinal accessory 
and the posterior cervical nerves of the opposite 
side completely cured him, but I heard afterwards 
that he complained rather strongly that in playing 
billiards he had some difficulty in lifting his right 
arm. He could do everything else without trouble ! 
Perhaps he was not serigus in his complaining. 

In the paper above referred to I also mentioned 
the case of Miss H—, aged twenty-eight, upon 
whom I performed neurectomy of the second, 
third, and fourth cervical nerves. I saw this 
J patient quite recently (November, 1899), six 
months after operation, and found her perfectly 
I well without a trace of spasm. 

Method of operation .—In operating on the spinal 
i accessory, I have always approached the nerve 
I from above before it enters the sterno-mastoid. 

When I operated on my first case I hesitated 
I whether to take this more difficult course, or to 
follow the plan of my predecessor, Mr. Campbell 
' de Morgan, and seek the nerve where it emerges 
1 from the muscle, and trace it upwards before 
i dividing it. I determined upon the former as 
I more likely to prove successful in ensuring the 


I saw the patient recently, October 19th, 1899, removal of all branches supplying the muscle. 


and found her in perfect health, able to move the 


This operation I have always found somewhat 
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difficult, and I have depended more upon finding 
the nerve with my finger in the depth of the wound 
than upon seeing it by dissection. Upon the 
last occasion when I operated I determined to 
depend entirely upon digital exploration, and 
consequently only made a small opening large 
enough to admit my finger. This proved very 
successful, and I was able to find the nerve, bring 
it to the surface with a blunt hook and remove 
a piece, in a fraction of the time required for this 
operation previously. 


NOTES ON BOOKS. 

Introduction to the Outlines of the Prin¬ 
ciples of Differential Diagnosis with 
Clinical Memoranda. By Fred J. Smith, 
M.A., M.D.Oxon., F.R.C.P.Lond. Messrs. 
Macmillan & Co., Limited, London. 

Dr. F. J. Smith, of the London Hospital, has 
written a very notable book in the volume entitled 
“ Differential Diagnosis with Clinical Memoranda,” 
forming one of the series of Macmillan’s Manuals 
of Medicine and Surgery. Dr. Smith has so 
arranged the phenomena of disease as to show as 
clearly as possible their fundamental meanings 
and relationship. He h* utilised the teaching of 
physiology and the facts of pathological anatomy 
from which to draw inferences, and so constitute 
a critical analysis of clinical symptoms. He has 
endeavoured, with no small measure of success, 
by this means to lead up to the underlying 
principles governing disease. Once recognised 
these principles receive clear illustrations from 
bedside symptoms, and isolated or apparently 
isolated facts lose their isolation, and become 
members of a related community ; they no longer 
require separate efforts of memory for their atten¬ 
tion, but fall naturally into their places, as deduc¬ 
tions from a universal law. It will thus be seen j 


least manifest the extreme lucidity with which the 
, author puts forward his views : 

Investigating a Case of Vomiting. 

If we are called upon to investigate a case of 
I vomiting, the pyrexia and aspect of acute general 
! diseases, the collapsed features, or the history of 
I obstruction, the evident dropsy of morbus cordis, 
j the pain or shock of an accident, etc., will at once 
put even the most careless observer on the right 
track. The diagnostic difficulties begin when the 
vomiting is the sole obvious feature that attracts 
the anxious attention of the patient, or of the 
friends in the case of children. 

In quite young babies—/. e. in the first year of 
life—it is almost safe to conclude at once that 
food, and consequently gastric irritation, is at the 
bottom of the mischief, though we must not forget 
to look for signs of congenital syphilis. After the 
first year up to, say, puberty, the insidious onset of 
tubercular meningitis with causeless vomiting must 
never be absent from our minds, however obvious 
may seem at first sight the apparent cause for the 
symptom. It is also during this period of child¬ 
hood that all acute illnesses are apt to have 
vomiting for a prominent feature in their early 
stages, from which fact we may safely deduce as a 
[ golden rule, no case of vomiting in a child can be 
safely despised till a few days have passed without 
the development of any more guiding symptoms . It 
may, however, be said that in acute gastric condi¬ 
tions food will be at once rejected, while in all 
other forms of sickness the food will usually stay 
down for some little time, and that without pain or 
discomfort. 

In adults we may draw attention specially to 
“ morning vomiting.” This, when repeated, is 
almost confined to the following conditions :— 
Pregnancy, alcohol, and alcoholic dyspepsia. 
Occasionally the vomiting of uraemia and of cere¬ 
bral tumour assumes this type, as almost invariably 
does the vomiting which is brought on by the 
cough of chronic bronchitis. Once reminded of 
this peculiarity, diagnosis is not difficult. 


that Dr. Smith’s work occupies a niche of its own 
in medical literature, and though, of course, it is 
impossible in the limited space at our disposal to 
indicate in an exhaustive manner the high value 
of Dr. Smith’s teaching, it is hoped that the 


In the treatment of gout, where potassium 
chloride has been substituted for ordinary table 
i salt, the new tabloids now procurable from 
Burroughs, Welcome & Co. of compressed potas¬ 
sium chloride will be found convenient and 


following passages taken from the work will at 


reliable. 
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Gentlemen, —I must begin by thanking you for 
the honour you have done me in electing me your 
President. As such I have to deliver an address 
to-night. 

Most of you know from Mr. Barry’s play, “ The 
Little Minister,” that there is in existence in Scot¬ 
land a sect called “ Auld Licht.” Now, the minis¬ 
ters of this “ Auld Licht ” used to give very long 
addresses; and when they were called upon to say 
a grace before meat this grace became so long 
that, although it could not properly be called a 
sermon, it very properly was called an “ address.” 
I do not believe, however, that any one of them 
had so much time allowed him for such an address 
as I have, because I see I am allowed no less than 
one hour. I hope I shall not occupy the whole of 
that time. 

I have chosen as an appropriate subject for a 
before-dinner address, “ Bile, Biliousness, and 
Gall-stones.” Now gall-stones are definite enough, 
we can see them, we can handle them, and we 
can analyse them. But biliousness is not 
quite such a definite subject. We are all con¬ 
vinced we know what it is; some of us, alas ! know 
only too well. But it is not quite so easy to define 
it. When we come to put the symptoms together, 
we find that some of them relate to the appear¬ 
ance, others to the digestive system of the un¬ 
fortunate patient, and others again to his nervous 
system. In regard to his appearance, his friends 
will say to him, “ You are not looking well to-day; 
you are sallow, your eyes are just a little yellowish, 
you are looking depressed.” The patient himself 
feels that his appetite is not so good as usual, that 
he rather dislikes than likes the idea of food, and 
he has a sort of uncomfortable feeling about his 
epigastrium. Sometimes the bowels are out of 
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order, he is troubled with a little flatulence, and 
sometimes even with a little discomfort almost 
amounting to pain. His nervous symptoms are 
partly felt by himself, but partly ttiey make them¬ 
selves evident to his surroundings, and especially 
perhaps to members of his own family or those 
who may happen to be under him in business. 
He feels miserable and low, he cannot concentrate 
his energies, he cannot think out the subjects he 
would like, he does not remember names so well 
as he should wish to do, he has got a weight in his 
head, and he has got a very low feeling in his 
stomach. His heart is down in his boots. But 
besides this he is irritable. His wife knows that 
full well, his family knows it full well, and more 
than that, he is very often conscious himself that 
his irritability is beyond what he is accustomed to 
feel under similar circumstances, so that, alto¬ 
gether, he is almost inclined to say to himself, 
“ This is not me.” 

Well, these are the symptoms of biliousness, 
and when we come to inquire into the causation 
we find two very different accounts. There is the 
account of the man who is up in the newest patho- 
logy, who says that biliousness does not exist, that 
there is no such, that it is misnamed bilious¬ 
ness, that it is catarrh of the stomach, and that if 
you were to look with the microscope at the 
stomach you would find proliferation of certain 
cells, with an accumulation of mucus here and 
there. Then the man in the street says biliousness 
is due to bile, and he adds, “ I know it because I 
see it in the person’s eyes,” and he adds, “ I know 
also if I have a blue pill one night and a black 
draught next morning the colour of my eyes gets 
right, my loss of appetite disappears, I get rid of 
discomfort in the epigastrium, and all my belong¬ 
ings know that I have got rid of my irritability.” 
We find, then, that as the yellow colour due to 
bile disappears from the face and eyes the sym¬ 
ptoms of biliousness also go, and I think we are 
really warranted in believing that biliousness 
depends very much upon bile. 

But we next come to ask, “ Is it really bile, or is 
it certain things which are associated with bile 
tnat cause all those symptoms ? ” They appear to 
be definitely symptoms of poisoning, and when we 
know that bile is reabsorbed in large quantities 
from our intestines every day of our lives, we 
naturally wonder why we are not always bilious. 


We notice, too, that in certain people biliousness 
is a recurrent affair, that in some people it will 
recur once a month, in others once a week, in 
others once every two or three days. And the 
time at which it recurs varies very much in 
different individuals, and in the same individual 
at different times or under different conditions. 
When a man has taken a lot of exercise in the 
open air, for example, he does not, as a rule, often 
feel very bilious, and the periods of biliousness are 
got over quickly. But when a man is cooped up, 
has a lot of rich food and takes little exercise, the 
attacks recur pretty frequently. We notice that 
an alteration in the kind of food also makes an 
alteration in the periods of biliousness. Put a 
man on bread and water and he will not be nearly 
so bilious as if you give him a big dinner daily. 
I am quite sure that Lazarus, who lived on the 
crumbs which fell from the table of Dives, was not 
often bilious; whereas I think it is very likely that 
Dives wanted a blue pill and a black draught every 
other day. 

We see, then, that nitrogenous food seems to 
increase the tendency to biliousness. Fats have a 
similar effect, and what we are accustomed to term 
high living generally brings it about. 

Now, some years ago an investigation was made 
into the physiological action of certain substances 
that are formed by splitting up albuminous articles 
of food during the process of digestion, and it was 
found that the foods that we eat are capable of 
yielding poisons that will destroy us if they pass 
directly into the circulation. But, as a rule, they 
cannot do this; they have to pass through the 
liver on their way, and there some of them are 
caught, and passed back by the liver into the 
intestine with the bile, whilst others are actually 
destroyed. This is true not only of the poisons 
formed from food, but of actual poisons formed in 
other ways, such as the Indian poison, curara, and 
others of like kind. Now, we usually say “ as 
bitter as gall,” and we are accustomed to associate 
bitterness with bile. But fresh bile is not bitter. 
I was once making some experiments on myself 
regarding the action of digitalin, and I took a big 
dose, so big that I nearly, but not quite, killed 
myself. It made me very ill, however, and I 
vomited violently. I brought up something which 
appeared to be undoubtedly bile, because it was 
like yolk of egg, and it could not be anything else. 
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but it lacked the characteristic bitterness. Now 
this bile was probably freshly formed. In the 
ordinary course of things it would not have been 
vomited, but under the influence of the poison it 
was brought up. Some time afterwards I had a 
letter from a doctor who had under his care a 
patient with a permanent biliary fistula, and he 
discovered in his patient also that fresh bile is 
not bitter. Whence comes the bitterness, then, 
that is associated with the name of gall? In all 
probability it comes from the absorption from the 
intestine of bitter substances formed during diges¬ 
tion. These are absorbed by the portal system, 
carried to the liver, and stopped there on their 
way into the general circulation, so that, instead of 
being allowed to proceed on to the heart, to the 
brain, and to the various organs of the body, these 
bitter substances are turned back and are excreted 
again in the bile. You can see, then, that if bitter 
substances are constantly being formed in the in¬ 
testine by the process of digestion, and constantly 
being absorbed and turned back in the bile, the 
bile itself will become very bitter after a certain 
length of time, varying with the amount of these 
bitter substances. And this, I believe, is the cause 
of the bitterness of bile and what we call bilious¬ 
ness. I believe that after a while the power of the 
liver to arrest these substances is exceeded, and 
that it cannot pass them all back. Consequently 
some go on, and give rise to symptoms of poison¬ 
ing. 

How, then, are we to prevent such a condition 
from occurring? One method is the old-fashioned 
one of a blue pill or a mercurial of some sort taken 
at night, and a black draught in the morning. The 
black draught alone does not seem to have the 
same power; it does not clear the man out, as he 
says. But the combination of the two generally 
has the desired effect. Probably the mercurial 
tends to cause the bile either to be expelled from 
the gall-bladder or else to qliicken the movements 
of the upper part of the intestine, of the duo¬ 
denum, the jejunum, and possibly of the ileum, 
and thus to hurry the bile on before time has been 
allowed for its absorption. At any rate, we know 
that this combination of mercurial and saline is 
practically useful in removing bile from the body, 
and in removing the symptoms of so-called bilious¬ 
ness. 

The second method is to cause the bile to be 


expelled from the liver. The process of excretion 
of bile takes place under very low pressure indeed. 
And I say the process of “ excretion, because 
the liver, as I have already indicated, has a two¬ 
fold function: (1) it secretes fresh bile, and (2) it 
also excretes old bile. This was shown in a very 
ingenious way by Schiff. He took the bile of an 
ox and injected it into the duodenum of a dog. 
The dog secretes a yellowish bile, the bile of the 
ox is green. After the green bile had been in¬ 
jected into the duodenum of the dog, Schiff waited 
a certain time and then he found that the dog was 
excreting green bile. It was thus evident that the 
dog had absorbed the green bile from the duo¬ 
denum and was again excreting it into the gall¬ 
bladder and through the common bile ducts. Now 
bile is secreted in the liver, and excreted, as I have 
said, under very low pressure, so low that very 
little resistance indeed is sufficient to stop its exit. 
If the duodenal mucous membrane become thick¬ 
ened, then of course the orifice of the common 
bile duct is to a certain extent obstructed; and 
so the bile does not flow out into the duodenum 
in the way in which it would ordinarily do. Thus 
there is good ground for some men saying that 
biliousness is due to catarrh of the stomach and 
of the duodenum. So it is. But it is not directly 
due to the catarrh; it occurs because the orifice 
in the bile duct (at least that is my opinion) is 
slightly obstructed. We can get the same result, 
or still more markedly if we obstruct the bile ducts 
in other ways. There is a drug called toluylene- 
diamine which has the power of greatly increasing 
the formation of bile in the liver. It first of all 
increases the quantity, and then it causes the bile 
to be formed of such a thick consistency that it 
will not run through the small bile ducts. When 
this occurs jaundice is the consequence. And we 
all know that if the bile duct should be obstructed 
either by thick mucus in the duct itself, or by a 
stone in the duct, or by pressure upon the duct 
exerted by a bit of malignant growth, jaundice at 
once occurs. 

Now another cause of the want of excretion of 
bile is the lack of vis a ter go. I have spoken of 
the obstruction in front, but a want of power 
behind is another common cause of the imperfect 
excretion of bile. Bile is excreted under such low 
pressure that it will hardly come out of the liver 
unless it be pressed out. In some experiments by 
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a friend of mine, he found that when a dog was 
put under the influence of curara and then the 
liver exposed, no bile flowed out of the gall duct 
when he stopped the movements of respiration. 
If the movements were very slight the bile flowed 
out of the gall duct slowly; if the movements of 
respiration went on very vigorously, the bile came 
out in a full stream. The fact is that the bile needs 
to be squeezed out of the liver . This is the reason, 
probably, that when no active respiratory move¬ 
ments are made people become so bilious. They 
may take the same food, yet if one day they are 
walking about briskly, and another day they are 
sitting quietly at home, they may feel perfectly 
happy during the exercise and miserable from 
biliousness while they are in the house. 

How, then, are we to get over the difficulty? 
The difficulty is to be got over by increased exer¬ 
cise, and that exercise must be of a certain kind. 

If you walk along the street your respiratory efforts 
are very slight. The diaphragm moves but very 
little, and the abdominal muscles contract but very 
slightly. The case is entirely different if you start 
to walk up a hill, or even if you go up a long stair 
three steps at a time; because whenever you wish 1 
to make an effort the first thing you do is to take 
a deep breath, so that the diaphragm descends on | 
the liver, and when the muscles of the abdomen 
contract at the same time the bile is squeezed out 
of the liver. The ordinary exercise taken in climb- ; 
ing will therefore act as an antibilious remedy. 
When people cannot get this kind of exercise, we 
may supply it to a certain extent by making them 
go through one of the ordinary extension move¬ 
ments, commonly practised by recruits when they 
have just begun drill; putting their arms over their 
head, then stooping forward with their arms ex¬ 
tended, and trying to touch their toes without 
bending their knees. In this way you get the liver 
pretty efficiently squeezed between the diaphragm 
and the abdominal muscles. Another is to row, 
because the movements of the abdominal wall and 
the movements of the diaphragm in rowing tend to 
compress the liver very efficiently. Where, as 
often occurs amongst patients, the subjects cannot 
get rowing exercise, you may replace it to some 
extent by making the patient go through similar 
movements with one of those exercisers known as 
Sandow’s or Whiteley’s. The same class of move¬ 
ments, in which the essential part is that the dia¬ 


phragm and the abdominal muscles shall contract 
at once, may be carried out with these exercisers 
just as well in the patient’s room as in the open 
air. They thus get the same effect on the liver 
as if they were to climb a Swiss mountain, 
although, of course, there is lacking in the confine¬ 
ment of the room the exhilaration which is ob¬ 
tained when climbing hills. 

Now if bile is allowed to remain long in the 
ducts or in the gall-bladder it naturally tends to 
become thick, and although mere retention does 
not give rise to gall-stones, there can be very little 
doubt that the retention of bile is one of the things 
which favour the formation of gall-stones. I have 
had prepared some tables which show that gall¬ 
stones are very much more common first of all in 
the upper classes than in the lower, and secondly 
that you can divide the upper classes in this 
respect into sections. The section of the upper 
classes most free from gall-stones is composed of 
land-owners, whether they be small or large land- 
owners does not matter, they are men who occupy 
most of their time in the open air and have lots 
of exercise. In the section who are neither bad 
with gall-stones nor very free from them come 
doctors, who get a good deal of exercise, but who, 
as a rule, do not get it quite in the same way as 
the land-owners. The land-owner goes out with 
his gun and has a good time of it; the doctor is 
either getting his exercise in the town or, if he is 
in the country, he may get it by riding; but some 
country doctors are obliged to drive, and so, of 
course, they do not get the same kind of exercise 
as the land-owners. The classes who are most 
predisposed to gall-stones are those who sit a great 
deal, those who are engaged in offices, and th6se 
who are teachers or professors; in fact, all those 
who are engaged in sedentary occupations are 
more liable to gall-stones. 

Now I have said that gall-stones are definite 
enough when we see them, but they do not always 
express their presence in a very definite way. They 
may lie in the gall-bladder for a lengtn of time 
without giving rise to any symptoms whatever; 
and they may be very big gall-stones, too; in fact, 
the big ones are very apt to lie quiet in this way 
and the little ones are very apt to come out and 
give a great deal of trouble. Now little ones very 
often come out of the gall-bladder, pass through 
the cystic duct, and in doing so are just big enough 
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to scrape through it and give rise to a lot of pain, 
but are not big enough to block the common bile 
duct, and so do not cause jaundice. I am certain 
that years ago I diagnosed a lot of cases of real 
gall-stones as cases of gastric neuralgia. The fact 
is that lately I have been very much astonished to 
see how many of the cases which I diagnosed eight 
or ten years ago as gastralgia have now come back 
to me with undoubted gall-stones. If the gall¬ 
stone is a little bigger, so that it blocks the com¬ 
mon bile duct, it does cause a lot of pain, and not 
only pain but jaundice; so there is then little or 
no difficulty in diagnosing it But when the gall¬ 
stone is very big it may sit in the gall-bladder quite 
placidly and give rise to no symptoms. The 
biggest lot of gall-stones, or, perhaps, I should say 
the biggest lot of big gall-stones I ever saw, were 
taken from a patient who never had a symptom of 
gall-stones. He came to me from South Africa, 
and he had a mass about the size of a cricket ball 
or a little larger under the ribs on the right side. 
It was as hard as a cricket ball, and when it was 
cut into it was found to be an enlarged gall¬ 
bladder three quarters of an inch thick, and was 
simply packed with gall-stones as tightly as you 
could pack it There were six or eight the size 
of a walnut, and two or three the size of a filbert. 
They were all facetted so as to fit tightly against 
one another, and thus they made one solid mass. 

We may suspect the presence of gall-stones 
when we find the symptom of pain coming on 
three or four hours after a meal and of a sharp 
character. Of course these symptoms are not 
unlike those of duodenal ulcer, which gives rise 
to pain in very much the same site as gall-stones, 
and it generally comes on about the same time, 
that is to say when the food is leaving the pylorus. 
Just about this time the bile begins to pass 
through the gall duct, carrying with it a little gall¬ 
stone, if such a stone be present. It is sometimes 
by no means easy to differentiate between the two. 
Of course, one point about it is that gall-stones are 
not likely to pome with every meal, whereas the 
pain due to duodenal ulcer is likely to occur after 
every meal. Then, in the case of duodenal ulcer 
you often get tenderness when pressure is made 
just behind the liver so as to catch the duodenum 
under the ribs at the back on the right, side. But 
there is a method that I find very useful in dia¬ 
gnosing between gall-stone and duodenal ulcer, 


and that is the method of giving the patient a 
good big dose of bicarbonate of soda, a tea¬ 
spoonful dissolved in half a tumbler or a tumbler 
of water, the patient sipping the whole of it. The 
pain in duodenal ulcer is due to the acid chyme 
from the stomach causing the ulcer to smart as it 
passes over it. If you neutralise the chyme and 
thus destroy its acid and stinging properties, the 
patient does not feel pain at the ordinary time. 
Therefore, if you find that a patient is relieved 
by big doses of bicarbonate of soda given in this 
way, you may be certain you are dealing with a 
case of duodenal ulcer and not with gall-stones. 

We will now pass on to the treatment of gall¬ 
stone. During the passage of the gall-stone the 
only thing that really is of much good is the sub¬ 
cutaneous injection of morphia, but I have some¬ 
times found in cases where the pain was not so 
very great that a mixture containing ten minims of 
Hofmann’s drops (Spiritus Etheris Compositus), 
ten minims of spirit of ether, ten minims of spirit 
of chloroform, and about a teaspoonful (that is to 
say, a drachm) of compound tincture of camphor, 
with some peppermint water, very often seems to 
give relief. Another method that I have some¬ 
times found of use has been that of giving chloro¬ 
form where I did not like to give the morphia, or 
where the patient’s friends said that the morphine 
did not suit I have usually tried it first of all by 
putting the chloroform in a tumbler with a piece 
of blotting paper, which was large enough to take 
half a drachm of chloroform at a time, and let the 
patient inhale this. Of course this is a kind of 
self-regulating apparatus, for as soon as the patient 
begins to go over, the hand falls down and the 
inhalation ceases. As soon as the pain comes 
back again, the patient raises the tumbler of 
chloroform to the nose, begins to inhale again, and 
the partial anaesthesia returns. I have sometimes 
found, however, that I could not relieve the exces¬ 
sive pain sometimes present in gall-stones by this 
method, and then I have tried a Junker’s ap¬ 
paratus. With it I have succeeded in enabling the 
patient to obtain anaesthesia. This also is a self¬ 
acting apparatus, and I do not think there is much 
danger in its use provided the bottle be hung up 
on the end of the bed and taken charge of by 
some person other than the patient. As soon as 
the patient begins to work the ball of the ap¬ 
paratus the chloroform vapour passes into the nose 
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or into the mouth, and in a short while the patient 
begins to go under. As soon as this occurs he 
ceases to work the ball, and then, of course, the 
chloroform stops and he begins to recover. 

The treatment during the attack, however, is 
probably of a good deal less importance than the 
treatment during the intervals, the treatment by 
which we shall enable the patient to avoid if 
possible a recurrence of gall-stones. Practically I 
think there are three remedies for well-marked 
gall-stones. The first is Carlsbad salts drunk with 
hot water at home; the second is a visit to Carls¬ 
bad; and the third is the opening of the gall¬ 
bladder and the extraction of the gall-stones. Not 
infrequently one gets a good deal of credit for 
curing patients of gall-stones. I once did. I was 
said to have made a miraculous cure on a patient 
because I gave her something and she had no 
gall-stones afterwards, none of those severe attacks 
of pain for, I think, two years or more, although 
she had been having them constantly up to that 
time. I need not tell you that this was a mere 
coincidence. I happened to give her some medi¬ 
cine at the time she was having a specially bad 
attack, and that happened to be the last for a time. 
She might have had a dozen afterwards for any¬ 
thing the medicine had done to her, but she did 
not, and the medicine got the credit. In most 
cases if you inquire as to the habits of the patient 
who has suffered from gall-stones you will find that 
he or she does not drink much water. Such 
patients will tell you they are not thirsty. But if 
you send them to Carlsbad they will be made to 
drink as much water in a month as would serve 
them in the ordinary way for a whole year. Well, 
in order to prevent a return of gall-stones one of the 
things to do is to bring Carlsbad to the patient. 
Let such people take half a teaspoonful or a tea¬ 
spoonful of Carlsbad salts dissolved in a tumbler 
of hot water and sip this in the morning while 
dressing. There are two kinds of Carlsbad salts, 
one is the crystallised salt and the other is the 
powder. The difference between the two is this: 
at Carlsbad they have got such an enormous 
supply of hot water that they use it to evaporate 
those parts of the water from which they wish to 
obtain crystals. Some Carlsbad water is put into 
large tanks, and underneath them fresh hot 
water from the springs is allowed to flow con¬ 
stantly, and the water in the tanks is thus eva¬ 


porated until crystallisation occurs. Formerly the 
crystallised salts were taken out and the remaining 
liquor, which was called the mother liquor (mutter- 
lauge), was put into bottles. If you wished to 
make artificial Carlsbad water you had to mix 
both salts and mother liquor with hot water. Now 
instead of that the Carlsbad people evaporate the 
whole of the water, and in this way you get the 
whole of the salts contained in the Carlsbad water 
in the form of powder. This, I think, is rather 
better than the crystals. Kutnow’s salts are 
ordinary Carlsbad salts with some effervescent 
powder added to them. Of course many people 
take Kutnow’s salts who will not take the other 
salts. They are no better, but they are more 
palatable. 

Another remedy which is a good deal used is 
oil. This is a very curious remedy, because, as a 
matter of fact, we are accustomed to tell our 
patients that they are to abstain from all fatty 
foods; and yet, while during the day we tell them 
to abstain from fatty foods, we say to them, “ Take 
half a wineglassful of good salad oil at night.” 
This has been puzzling me for some time, because 
it seems as if we are cutting off the fat during the 
day and pouring it in during the night. There is 
no doubt that patients sometimes do continue free 
from gall-stones while they are taking oil. But at 
other times they do not, and I have never been 
able to satisfy myself that the freedom from gall¬ 
stones was really due to the oil. But I got a new 
light on the subject a little while ago from my 
friend Dr. Billings, who had been to Carlsbad on 
account of gall-stones. On his way back he had 
a very bad attack, and he said to me, “ I do not 
think you were right in sending me to Carlsbad. 
Just think of the pathology of gall-stones. If you 
have a lot of gall-stones with plenty of thick bile 
around them, and perhaps a lot of mucus, they sit 
there in the gall-bladder and will not do any harm. 
But if you send a man to Carlsbad and make his 
bile thin the stones will lose their padding, shake 
about in the gall-bladder, pass into the bile duct, 
and he will have a bad attack.” Now, whether it 
is the oil which makes the bile thicker and makes 
the stones sit quietly in the gall-bladder I do not 
know, but oil does sometimes appear to prevent 
the patient from suffering from gall-stones. 

The next point is the question of operation. I 
used to be very much afraid of recommending an 


Digitized by 


Google 


The Clinio&l Journal.] 


DR. CURNOW—BERI-BERI. 


[January 1Q> 1900. 183 


operation for gall-stones. Now, however, I very 
rarely hesitate. Bearing in mind the intense suffer¬ 
ing that gall-stones cause, I think there is hardly 
anyone who knows the two sides of the question 
who would hesitate what to do. I know if I were 
suffering from gall-stone I should most certainly 
choose the operation. The only objection to it in 
many cases is the expense of it; if the operation 
were somewhat cheaper perhaps people would 
have it done more often than they do now. But 
still, most people would avoid operation if pos¬ 
sible. And if there is anybody here who is afraid 
of gall-stones, I should say the best way to prevent 
the necessity for an operation would be for the 
patient to have hot water four times a day—on 
getting up in the morning, going to bed at night, 
at eleven o’clock, and at four o’clock, taking little 
or no liquid with meals, but taking the whole of 
his liquid in the shape of hot water at these times. 
In addition, let the patient buy one of those exer¬ 
cisers which I have mentioned, so as to squeeze 
the liver, and use it once or twice a day, say on 
going to bed and on rising in the morning. 

Now, gentlemen, I have told you how to avoid 
gall-stones, I think, and how to avoid biliousness. 
But, unfortunately, the view of some doctors is 
that the function of the medical man is twofold: 
he has to tell people what they are to do, and, 
secondly, to show them by his own example what 
they are not to do. And now, I suppose, having 
finished this address, and discussed what people 
ought to do, we will now go to dinner and furnish 
an example of what our patients ought not to do. 


The Treatment of Persistent Arthralgia 
\>J Reseotion. — Ollier (‘Revue de Chirurgie,’ 
No. 9, 1899) reports a number of cases of per¬ 
sistent and crippling arthralgia successfully treated 
by joint resection. He holds that the question as 
to the advisability of surgical intervention under 
such circumstances is one which is extremely 
difficult to determine. Moreover, the diagnosis is 
often obscured by hysteria. 

Of the four cases which Ollier reports, all were 
young women; in two the shoulder was resected, 
in two the knee. In all the lesions found on 
opening the joint were not in the slightest degree 
commensurate to the degree and severity of the 
pain .—Therapeutic Gazette , Dec. 15th, 1899. 


A CLINICAL LECTURE ON 
BERIBERI. 

Delivered at King’s College Hospital, October 2ist, 1899, 
By JOHN CURNOW, M.D., F.R.C.P., 

Physician to the Hospital, and formerly to the Dread¬ 
nought Seamen’s Hospital. 


Gentlemen, —This afternoon I am going to refer 
to an unusual case in these wards, namely, a case 
of beri-beri. As those of you who wore in the 
ward just now could clearly see, the symptoms at 
the present time are absolutely those of a case of 
peripheral neuritis. This peripheral neuritis is 
shown markedly in two ways: first by the loss of 
contractility of the muscles of the legs, although 
these are just beginning to recover, and secondly 
by the absolute loss of the patellar reflexes which 
I demonstrated to you. Having therefore shown 
you that we have a case of well-marked peripheral 
neuritis to deal with, the next question that con¬ 
cerns us is its cause, for peripheral neuritis is a 
common sequela of many diseases. Here we 
know that this case is obviously due to beri-beri, 
because we have a definite and very clear history 
from the man, the chief points of which I will 
mention. He is a mechanical engineer, and has 
been working in Lagos previously, and more lately 
at Axim. Beri-beri was unknown in Lagos until 
three years ago, except, perhaps, among the 
coloured people. Three years ago, however, it ap¬ 
pears to have attacked most of the white resi¬ 
dents there, including the Governor of Lagos him¬ 
self. This is rather important, as I shall point out 
to you hereafter. This patient’s house in Lagos 
was built of lime and sand and lay in a swampy 
district. Three other persons were living in the 
same house with him. The main point is that he 
lived in a swampy district, and therefore in a 
district calculated to breed or foster any infectious 
disease which may be prevalent. He has lived 
upon rice and maize very freely. I merely refer to 
this because it is the idea of some people that 
this may be the cause of the disease; but I shall 
point out to you hereafter that I very gravely ques¬ 
tion this. Now, our patient knows what is the 
matter with him, because of the former attack in 
Lagos two and a half years ago, in consequence of 
which he was obliged to return to {his country. 


Digitized by 


Google 




J84 The Clinical Journal.] DR. CURNOW—BERI-BERI. - [January 10,1900 


The symptoms were then very well marked,, even 
over the body as well as the legs. He went out 
there again quite well, as he thought. Three 
months ago he had a return of the symptoms. He 
was not then at Lagos, but at Axim, which is close 
by, on the coast. He now developed another very 
curious symptom, namely, that his memory was 
almost entirely lost. This did not occur during 
the first attack, but was very marked in the second. 
He was so bad in this respect that he scarcely 
recognised his wife on returning to Liverpool, and 
she had a-great deal of trouble in getting him from 
the boat at Liverpool to the station in order to 
bring him to London. His memory has much im¬ 
proved since he has been in the hospital, and it 
had even begun to improve before he reached 
here. 

Now with regard to his general condition. 
There were no general symptoms at the time I 
first saw him two weeks ago, except the loss of 
memory and the paralysis of his legs. Even then 
the anaesthesia which had*occurred in his legs had 
disappeared. His muscles contracted slightly to 
electricity, but not nearly so well as you saw them 
do to-day. It is very curious that the return of 
the muscle power is very largely in the same order 
as its disappearance, that is to say, the last to go 
are the first to recover. Usually the first muscles 
to suffer are the peronei, next the muscles of the 
calf, then the extensors of the toes, while the 
tibialis anticus is the last to be implicated, and 
indeed often escapes altogether. In this case the 
tibialis anticus is now fairly acting and the peronei 
have almost entirely recovered their power. The 
sole muscles and the extensors of the toes require 
a stronger faradic current to make them react. 
The patellar reflex is just again beginning to show 
itself; a fortnight ago, when he first came into the 
hospital, there was no evidence of its existence. 

Those are the chief points in the history of the 
case. I would again lay stress on the fact that 
this is his second attack, and I do so to remind 
you how prone it is to come on a second time if 
the patient be under the same conditions as on the 
first attack. In other words, a person who has 
had the disease once is much more likely to have 
it again than is a person who is new to the place 
where it exists. Again, I would point out that this 
patient’s cerebral symptoms are extremely unusual. 
I have seen # many scores of cases of this disease 


whilst at the Seamen’s Hospital, and I have occa¬ 
sionally seen cerebral symptoms very well marked, 
but never a loss of memory so pronounced and 
prolonged as in this case. A third feature about 
the disease is that it is supposed by many to be 
limited to coloured individuals. This is a mis¬ 
take ; it is questionable even if coloured people are 
more prone to it than whites, for reasons which I 
wish to mention directly. But we are in a little 
difficulty with regard to this patient, because he 
calls himself white, though I do not think we 
should distinctly call him so ourselves: But he 
has told us that whites as well as coloured people 
have had it at Lagos, including the Governor. At 
the same time I have myself more than once seen 
cases at the Seamen’s Hospital in white officers 
and crews of the liners journeying to countries 
where it is found. Their symptoms of beri-beri 
have been exactly the same as those exhibited by 
Lascars. I think the alleged freedom of whites 
from the disease is a pleasant fiction, encouraged 
by the proprietors of the boats sailing to the places 
where it exists. Again, to prove that whites get 
the disease as well as coloured people, there is the 
history, thoroughly well known, of a strong epi¬ 
demic of the disease at the Richmond Asylum, 
Dublin, so severe that the question was even raised 
whether the building should be pulled down; and 
the Richmond Asylum at Dublin is peopled with 
white Irishmen, and not with Lascars or other 
coloured races. 

To return to its geography. There is no doubt 
that it is practically a disease of tropical and sub¬ 
tropical climates, but that, under certain circum¬ 
stances, which we do not understand, it may be 
introduced into more temperate climates. Of that, 
no doubt, the Dublin epidemic which I have just 
mentioned was a typical example. The places 
where the disease generally occurs axe these: in 
the first place, Japan is enormously filled with it; 
probably it is more seen there than anywhere else. 
From Japan it goes down to the coast of China, 
and probably into Central China, though that is 
not well known, and then infests the Malay Archi¬ 
pelago. It infects the coasts of India, where the 
Lascars generally get it and bring it over here. 
The disease is also fairly well known among the 
natives of the Congo district and about Lagos. 
It even goes across all the West Indian Islands, 
and from there to Brazil, Panama, and so on. 
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This is only a rough indication of the district, and 
I have merely taken a kind of circle. That the 
disease oversteps this boundary there is no doubt 
whatever. 

Now a very interesting point which I might men¬ 
tion here is with regard to the Lascars who come 
over and bring so much of it to England. Do 
they get it from abroad, or do they get it on board 
ship ? About this there seems to be a little 
trouble. In the first place, the older writers put 
down the incubation period at something like five 
or six weeks. We are perfectly certain now that 
it is not anything of the kind, and therefore we are 
beginning to believe that in many cases it is 
the forecastle of the ship in which the Lascars 
have been brought over that is at fault. One 
hardly believes now that the germ is brought over 
from India and carried across here and merely 
germinates, as it were, on board the ship; it seems 
more probable that the ship itself is responsible 
for the trouble. Everybody who has been in the 
forecastle of boats which carry these Lascars 
knows that nothirig could be worse from a sanitary 
point of view. The space is insufficient, the ven¬ 
tilation is insufficient, the crew is huddled together 
almost promiscuously. Of course these places 
may be inspected, but an officer would almost 
rather inspect anything than one of these fore¬ 
castles. It is well known that some of these boats 
have brought over cases of beri-beri frequently. 
Of course what has happened is that the germ, 
whatever it may be, has been brought there in the 
first place from Calcutta and other parts, and that 
afterwards it has gone on germinating in the fore¬ 
castle of the ship as a convenient soil. 

With regard to a description of the disease itself, 
I will read you an extract from a pamphlet which I 
wrote some years ago on “ Cardiac Failure and 
Dilatation of the Heart ” (‘ Lancet/ January 6th 
and 13th, 1894). The reasons why these cases 
were included under this title were that the sym¬ 
ptoms of typical beri-beri are some oedema of the 
skin, particularly over the shin; secondly, mus¬ 
cular feebleness and hyperaesthesia of the legs, 
which afterwards goes on to anaesthesia. Like 
cases of peripheral neuritis, one has only to grip 
them by the calf and they will shriek with the pain 
when the disease is in the acute stage; there is 
also numbness over the skin and marked signs of 
cardiac dilatation, and it is this dilatation that 


kills the bad cases generally. There may be 
oedema of the lungs, but generally death is due to 
cardiac dilatation. 

“ A most striking example of cardiac failure is to 
be seen in the case of the disease called * beri¬ 
beri/ of which we had many examples last year at 
the Seamen’s Hospital at Greenwich, and from 
which I shall give a general outline of the affec¬ 
tion. Beri-beri is a disease confined for the most 
part to the -coloured races of mankind, but not 
altogether. It is characterised by , paresis, often 
amounting to actual paralysis of the extremities, 
generally the lower only. There is very frequently 
oedema present, which generally disappears early 
in the course of the illness. Tenderness of the 
muscles is a frequent symptom and is rather per¬ 
sistent. The sphincters are rarely if ever af¬ 
fected ; the knee-jerks are generally absent and 
very late in returning. Severe circulatory dis¬ 
turbances often arise in the course of the disease. 
The heart is in many cases dilated and irregular in 
action, transient murmurs being present. (Edema 
of the lungs and pleural effusions are riot in¬ 
frequent complications in serious cases and may 
be the cause of death. When the disease is 
chronic, wasting of the muscles is a marked fea¬ 
ture, and it is long before the tone and power of 
the muscles return. There is sufficient evidence 
that the disease occurs with frequency in certain 
ships and develops at sea often many weeks after 
leaving a foreign port. These facts are, of course, 
suggestive that it is possibly infective in origin. 
The disease is endemic in many parts of the East, 
where the mortality from it is said to be very high. 

“ The onset of beri-beri is somewhat gradual, the 
weakness of the lower extremities, which is often 
the first noted symptom, being generally preceded 
by pains in the limbs and back. The amount of 
weakness present varies from slight paresis to 
actual paralysis, with foot-drop and complete in¬ 
ability to stand. When the patient can walk the 
gait is very reeling and unsteady, the feet being 
sometimes shuffled along the ground. Sometimes 
the heels are brought to the ground first with a 
stamping action, as in ataxy, and sometimes the 
toes- are caught in the ground as the foot is 
brought forward; this latter form of gait is due to 
the fact that the extensors have chiefly suf¬ 
fered, causing the characteristic foot-drop. The 
arms are sometimes weakened, but seldom para- 
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lysed. Tenderness of the musples is a constant 
symptom and may be very marked, causing the 
patient to scream when they are grasped; this 
symptom is most evident in the calf muscles and 
the thenar and hypothenar eminences. (Edema 
is very frequent, and occurs early. It may be 
present in the lower extremities only or may be 
general, affecting the face, hands, trunk, and legs, 
and giving to the patient the appearance of one suf¬ 
fering from renal disease. I have even seen oedema 
of the soft palate and fauces. It generally disap¬ 
pears quickly when the patient is at rest in bed 
under the influence-of saline aperients. The pre- 
tibial and pre-sterna! regions are the parts in which 
it lingers longest. The absence of oedema in some 
cases has led to the use of the terms ‘ wet’ and 
4 dry ’ as applied to the disease; but it would 
seem that such terms are not of much value, only 
pointing to the absence or presence of a symptom. 
We do not speak of wet and dry heart disease. 
Anaesthesia is generally present at first; it is vari¬ 
able and evanescent, and is usually confined to the 
lower extremities. Accurate results are difficult 
to obtain on account of the nationality of the 
patients. Loss of the sense of touch and, conse¬ 
quently, imperfect co-ordination in the use of the 
fingers, especially of the index finger and thumb, 
often persists for a long time; this is easily tested 
by putting a pin in the coverlet and making the 
patient pick it out The heart is frequently 
dilated, the apex-beat being displaced outwards. 
Murmurs are often present both at the apex and 
over the pulmonary and aortic areas. These dis¬ 
appear as the dilatation subsides. When murmurs 
are absent the sounds are frequently reduplicated. 
The heart’s action is in many cases very rapid and 
irregular, the pulse sometimes reaching from 120 
to 150. All these phenomena disappear gradually 
under the influence of rest and digitalis. Anaemia 
is a constant symptom, and is sometimes profound. 
The blood, so far as I know, shows under the 
microscope only the usual changes present in 
anaemia. I have never observed retinal haemor¬ 
rhages or other fundus changes. (Edema of the 
lungs, if at all extensive, should be looked upon 
rather as a complication than a symptom, and is 
of dangerous import. I have seen serious effusion 
into the pleural cavities which had to be treated 
by aspiration, but I do not think it is common. 
Ascites I have never seen, and I have not heard of 


it occurring. When death occurs it does so gene¬ 
rally early in the disease, unless the patient dies 
from some intercurrent affection such as pneu¬ 
monia. In a fatal case (a Chinaman) which I 
saw, death occurred after fourteen days’ illness. 
One of the most prominent symptoms was intense 
pain in the epigastrium, which is said to be often 
present in fatal cases. Dyspnoea was very marked 
and the respiration was very hurried, being from 
50 to 60 per minute. This may have been in part 
due to oedema of the lungs and pleural effusion, 
and possibly also to involvement of the pneumo- 
gastric nerves. Diaphragmatic and intercostal 
paralysis, however, was absent. Convalescence 
occurs very slowly. The legs are often wasted to 
mere sticks; the reaction of degeneration is well 
marked in the muscles, and the skin becomes pecu¬ 
liarly dry and harsh. It is often many months 
before the patient is able to walk perfectly, and the 
knee-jerks, as in diphtheritic paralysis, are very 
late in returning. The urine is generally free from 
albumen. The temperature, except for an occa¬ 
sional rise at the onset, is usually normal.” 

Now the only case I have ever seen or known 
of a post-mortem in Great Britain in a case of 
beri-beri is the one I am about to refer to. You 
may imagine that such post-mortems are extremely 
rare, because a Chinaman and Lascar believes he 
will go to a terrible place after death if a post¬ 
mortem examination be made on him, and for this 
reason Indian steamship companies will not allow 
it, for if they did they would lose their supply of 
Lascar seamen. 

In a case of beri-beri at the Seamen’s Hospital, 
after an illness of fourteen days’ duration, the body 
on post-mortem examination was found to be well 
nourished, and there was no oedema; rigor mortis 
was well marked. About half a pint of clear 
serous fluid was found in each pleural cavity. The 
lungs, which were of a bluish slate colour, were 
very oedematous and contained very little air. The 
heart weighed fifteen ounces; the left ventricle 
was dilated and the muscle soft and friable; there 
were no valvular lesions or pericardial effusion. 
The liver, spleen, kidneys, and stomach appeared 
to be healthy. The brain revealed no abnormal 
changes to the naked eye. The pneumogastrics, 
left phrenic, left sciatic, and anterior crural nerves 
were dissected out and examined microscopically. 
Many sections of the nerves were cut, but no 
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pathological changes were made out. For this 
careful and thorough description of beri-beri I am 
indebted to the notes and observations of my 
house physician, Dr. Spencer. The course of the 
whole disease resembles a peripheral neuritis, and 
is altogether different from that which we should 
expect were it caused by a haematozoon. 

It is just possible that with newer methods of 
investigation something .more definite might have 
been made out, but certainly there were no coarse 
or crude pathological changes of any kind in this 
case. Sir Joseph Farrar, in Quain’s 4 Dictionary 
of Medicine,’ puts the disease down to a haemato¬ 
zoon, but I cannot help thinking that he is hardly 
justified in that belief. 

Now with regard to the germ. In the first 
place, like in all other infective diseases, a bacillus 
has been isolated by Pekelharing, and he says 
he has not only found the bacillus, but that 
by injecting it into animals he has produced sym¬ 
ptoms of the disease. There is great doubt 
whether this is really correct. At any rate no 
bacillus has been found in this country or by other 
well-qualified observers in these cases. The other 
theory of causation is the Japanese theory, namely, 
that it is caused by nitrogen starvation, and with 
regard to that I should like to say a few words. 
One of the Japanese physicians found it very ex¬ 
tensively spread in the Japanese navy. He imme¬ 
diately altered the diet right through the navy, 
that is to say, he increased the nitrogen and cut 
down the amount of rice. Since that time there 
is no doubt the disease is much less common 
among sailors in Japan than it was before. But, 
of course, there is this element to be taken into 
consideration: that while altering the diet this 
physician took care to improve the ventilation of 
the ships and the sanitary condition generally, as 
he was a thorough-going reformer; so that one 
can hardly tell to what particular improvement the 
abatement is due. If you are in a hurry to judge 
of the cause of the disease, maize and rice, which 
are the chief foods in these countries, might be 
thought to be at fault. But maize and rice are so 
frequently and freely eaten in these countries that 
it seems rather difficult to fall in with such a view. 
It was even stated by some people that the epi¬ 
demic at the Richmond Asylum in Dublin was 
caused by the eating of rice and maize. I quote 
that view to show how far the theory is applied. 


My patient allows that rice was very, freely eaten, 
and he also told me privately that he ate a great 
deal of maize, and that that was also a common 
article of diet. I refer to this because, even in 
this instance, the germ may have been introduced 
in that way, though I do not believe it. The most 
modern idea is that certain places give rise to the 
germ and that that germ gets into the human body. 
I am inclined to think that this is probably true. 
But when you come to so definitely locate the 
germ as to subdivide it between the various phases 
played by (a) the place, (b) the ferment, (c) the 
toxin formed in the place, I think you are pushing 
theory a little beyond the stream. My own idea 
is that the germ is like the diphtheritic germ, it 
gets into the body, it sets up a poisoning in the 
body, and that the toxin is the cause of the diph¬ 
theritic neuritis. The difference between the two 
ideas is this: that on the one supposition the 
whole process goes on in the ground, and the toxin 
produced by the germ is taken as such into the 
body; whereas, according to my view, based on its 
analogy with other poisons, such as diph¬ 
theritic, the poison is first introduced into the 
system as a germ, and that afterwards as it de¬ 
velops a toxin is formed and gives rise to the 
paralytic symptoms. 

With regard to the treatment, the first step of 
course is to move the patient; that is obvious, and 
the sooner it is done the better. If he is moved 
pretty early, and does not happen to be one of the 
acute cases, with general oedema and a very much 
dilated heart, he will get all right. Rest him 
thoroughly from the first, carry out all ordinary 
measures for the relief of his heart, and feed him 
properly and well. 

If it is a chronic case, faradisation and massage 
should also be most efficiently practised. I took 
this man into the hospital for the massage and fara¬ 
disation. There is one limit to faradisation, 
namely, that it is not to be used whilst the muscles 
are in a hyperaesthetic condition. Of remedies in 
the form of drugs, I use one which is perhaps a 
good one, namely, Easton’s syrup, as regularly as 
possible. I am not quite sure that any drug does 
very material good in chronic cases.* 

Those are the points of interest in this peculiar 
disease, w T hich one very rarely sees in a general 
hospital. 


* Since the delivery of this lecture the patient has 
returned from Margate, with his walking powers much 
improved, the electric contractility of his leg muscles 
much better marked, and there is evident increase in the 
patellar reflexes. 
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A WEDNESDAY CONSULTATION 
AT ST. GEORGE’S HOSPITAL. 


Mr. Bennett brought forward a man aged 
seventy-two, the subject of epithelioma of the 
tongue, involving the anterior part of ti e organ, 
and infiltrating to some extent the floor of the 
mouth. He believed the condition to be remov¬ 
able, for although it went downwards into the floor 
of the mouth, it was possible to get well behind it. 
The patient was a feeble subject, and the question 
was whether a man in his condition would be 
likely to bear the operation well enough to make 
it worth adopting. There had been severe lingual 
neuralgia of a very distressing kind, which was 
perhaps the chief indication for radical measures. 
If the glands were affected they were only slightly 
so, the disease being more of the nature of a gene¬ 
ral infiltration. The neuralgia could, of course, 
be dealt with in other ways—by the injection of 
osmic acid, for example. Assuming that the patient 
was free from visceral disease, Mr. Bennett thought 
the removal of the parts justifiable. Of course, 
the operation would be an extensive proceeding, 
and would make a great call upon the patient’s 
resources. If he could remove the disease by 
Whitehead’s method, he would do so; but if there 
was any doubt about that plan being effectual 
upon further examination, he would employ 
Kocher’s method. He would, however, avoid the 
more serious proceeding if possible. If the opera¬ 
tion were done, it would be with a view to reliev¬ 
ing the pain rather than w r ith the idea of curing the 
disease. 

Mr. Jaffrey said he was afraid Mr. Bennett 
would not be able to remove all the disease by 
Whitehead’s method. 

Mr. Herbert Allingham said that after casual 
examination he thought the man should have the 
anterior two-thirds of his tongue removed. From 
that superficial examination he did not think the 
floor of the mouth was really so much involved as 
it looked. The tongue was fixed down in the mid¬ 
dle line, but bimanual examination on each side of 
the tongue seemed to show absence of glands, and 
he thought there was little induration. He advised 
that the patient ought to have the disease re¬ 


moved not only to relieve the pain, but probably 
to prolong his life. 

Mr. Marmaduke Sheild thought an operation 
should be done. After the man was under an an¬ 
aesthetic, and the muscular attachments were freed 
in front, the tongue could be drawn out, and then 
he thought it could be removed by Whitehead’s 
method. The sufferings and misery of the man 
must at present be very great, and in many of 
these cases his belief was that an operation should 
be done for relief. Although the subject was old, 
he was thin and somewhat wiry. Such men were 
much better subjects for operation than the fat, 
bloated, and alcoholic ones often seen in hospitals. 
Therefore he thought the present patient would 
bear an operation fairly well. 

Mr. Turner said he agreed with his colleagues 
that it would be right to operate on this man, and 
he thought Whitehead’s operation could be easily 
done. On examining the patient a minute ago, he 
did not make out any great implication, if any, in 
the floor of the mouth, and he thought the 
tongue would come out very well. Personally, he 
regarded Whitehead’s method as superior to any 
other. 

Mr. Haward showed a man with a large oval 
swelling on the testicle. In some parts there was 
evidently fluid. The cord was not materially 
thickened, and he could detect no glands in the 
lumbar region. The duration of the condition was 
about three months. It was tender, and gave him 
considerable pain. His age was sixty-five, and he 
was in good health otherwise. He had been under 
treatment as an out-patient by Mr. Jaffrey, who 
had given him iodide of potassium and mercury 
without improvement. While lying in bed with the 
part supported, there was not much pain, but as 
soon as he began to get about the pain returned. 
The patient could not remember having had an in¬ 
jury to the testicle. It would seem to be a case 
where it was probably right to remove the testicle. 
The fact that he had had antisyphilitic treatment, 
and the general aspect of the case, led him to 
think it would hardly be worth while subjecting 
the patient to any further treatment of that kind. 
At his age removal of the testicle should not be a 
very grave matter. 

Mr. Jaffrey said he treated the man in the out¬ 
patient department for about a fortnight with 
iodide of potassium, ten grain doses, and mercury. 
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However, the swelling increased considerably, and 
the man said he had been losing weight. There¬ 
fore under those circumstances, and taking into 
consideration the man’s age, he thought he should 
be taken into the hospital, and have an explora¬ 
tory operation. If it were found to be malignant, 
he advocated removal at once. 

Mr. Sheild said that he was not sure about the 
diagnosis. The possibility occurred to him of the 
swelling being a thick-walled hydrocele, which 
should not be lost sight of. He thought the treat¬ 
ment in many elastic non-translucent scrotal swell¬ 
ings was best carried out by cutting into the mass 
and seeing what it was. It might turn out to be 
a sarcomatous testis. He had several times known 
error to be committed in removing a mass which 
afterwards proved to be a thick-walled hydrocele. 
He thought an exploratory incision was the wisest 
course to pursue, and that was what he recom¬ 
mended in this case. 

Mr. Turner said there was an amount of elas¬ 
ticity about the growth that made it possible that 
it was a case such as Mr. Sheild had mentioned. 
Still, in a man of sixty-five, with chronic testicular 
swelling, the diagnosis of which was doubtful, 
would it not be better to remove it, especially as, 
even if it were hydrocele, it must be very thick- 
walled ? He would certainly advocate removal. 

Mr. Bennett agreed with Mr. Turner that 
swellings of the testicle of doubtful nature in 
people over sixty or sixty-five years of age were 
often dangerous things. Even if in this case it 
were found that the tumour was a thick-walled 
hydrocele, he thought the man would get more 
quickly well if his testicle were taken away, than 
if the hydrocele were treated in the ordinary way. 
He recommended removal of the organ on the 
grounds that functionally no loss would accrue 
from the operation, and that a condition giving 
cause for some anxiety would be definitely dis¬ 
posed of. 

Mr. Haward thought that undoubtedly some 
fluid was present, especially as the testicle rapidly 
increased in size while the man was under Mr. 
Jaffrey’s out-patient treatment. At any rate he 
thought the condition might be explored and pro¬ 
bably the part removed. 

Mr. Haward brought forward an unmarried 
woman of forty who for three or four months had 
noticed a tumour in the left breast. She had had 


some pain in it. On looking at both breasts to¬ 
gether, it would be seen that the left one was dis¬ 
tinctly larger than the other; a firm mass could 
be felt in the upper part of it, and the tissue under 
the nipple felt very considerably toughened. 
The mass was quite movable; no glands were per¬ 
ceptibly enlarged in the axilla, and her health was 
fairly good in other ways, and she had not lost 
flesh. He thought the part should be explored, 
because he was not sure of the diagnosis. Having 
regard to its physical characters, he feared it 
might be a scirrhous growth. He thought it 
would be right to incise the tumour to see what 
the condition was, and be prepared to remove the 
breast if necessary. 

Mr. Allingham thought it would be wise to ex¬ 
plore the breast, especially taking into considera¬ 
tion the woman’s age. At any rate, that course 
would probably settle the diagnosis. 

Mr. Sheild thought the swelling should cer¬ 
tainly be explored by incision. He thought the 
possibility that it was a cyst was very strong, be¬ 
cause at one spot it gave a sensation of elasticity. 

Mr. Turner agreed that the condition should 
be explored; personally he did not think it was 
scirrhous. 

Mr. Dent thought it would be right to explore 
it. To him there seemed to be two growths: one 
in the upper part, and the other below. The 
first seemed to be an induration, and the second 
cystic. Still it was right to explore. 

Mr. Bennett agreed that an exploratory inci¬ 
sion should be made. He thought there was a 
strong suspicion of a cystic condition, but the mass 
might be a duct carcinoma. 

Mr. Bennett showed a young man who, in 
February last, fell through a fence and hurt his 
shoulder. It was very painful at the time, and he 
had had some difficulty in using it since. No 
treatment had been adopted. Upon examination 
the injury looked as if it were merely a dislocation 
of the clavicle from the acromion; but, as shown 
by the skiagram, there had in reality been a frac¬ 
ture at the extreme acromial end of the clavicle, 
the outer end of the proximal fragment being 
lifted upwards so that the ordinary appearance of 
dislocation of the acromial end of the clavicle was 
simulated. There was a certain amount of dis¬ 
comfort, and at times acute pain on movement 
associated with some disability in the use of the 
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arm. The question therefore arose as to whether 
it would be right or justifiable to undertake an 
operation with a view to replacing the end of the 
bone in its proper position, and wiping it or other¬ 
wise fixing it there in some permanent way? It 
was shown that the movements of the extremity 
were very free, but that in certain positions some 
pain was felt. Mr. Bennett’s own opinion was 
that operation in the case would do nothing more 
than improve the appearance of the part; no other 
advantage would, he thought, be gained. It 
would be difficult to readjust the bone; it would 
have to be permanently fixed by wires or some¬ 
thing of that sort. His own feeling was that the 
patient would be well advised to be content with 
things as they were, and he, Mr. Bennett, thought 
that as the patient continued to use his arm, he 
would get more accustomed to the condition and 
gradually gain strength as time went on. Still if 
operation were thought to be advisable, he would 
do the best he could to rectify the present de¬ 
fects. 

Mr. Jaffrey said that if it were his arm he 
would not have it wired. 

Mr. Allingham said he would strongly advise 
the man not to have the bones wired. He believed 
the patient would soon find the discomfort and 
pain pass away, and as Mr. Bennett had said, any 
operation to fix down the acromial end of the 
clavicle to the scapula would be troublesome. 
And if it was done, it was very doubtful if the re¬ 
sult would be satisfactory. 

Mr. Sheild agreed with Mr. Bennett that the 
condition should be left alone. He had seen in¬ 
stances of this fracture before. In time he found 
the subjects got a useful arm, and therefore in this 
case he would advise no operative treatment. 

Mr. Turner advised that nothing should be 
done. Even if the parts could be very nicely put 
into apposition, there would be a difficulty in the 
muscles being interfered with. 

Mr. Dent advised the condition being left alone, 
and believed that the man was unaware how good 
an arm he had. He did not think it was a case in 
which any operative measures could be advan¬ 
tageously undertaken. 

Dr. Rolleston showed a man aged forty-nine 
who came to the Hospital complaining of abdo¬ 
minal pain. On examination he was found to 
have a very distinct tumour, apparently coming 


from the lower surface of the liver. The tumour 
would be found to be dull on percussion, and 
gave one the impression that it was cystic. He 
believed the diagnosis lay between hydatid cyst, 
pancreatic cyst, and distended gall-bladder, the 
cystic duct being blocked by a gall-stone. In con¬ 
nection with pancreatic cyst, the pain that the man 
experienced was more or less characteristic. On 
the other hand there was no history of any blow, 
such as frequently preceded the development of a 
pancreatic or peripancreatic cyst. Physical exami¬ 
nation was against pancreatic cyst, inasmuch as 
the stomach when distended with air, by means of 
a tube attached to an ether spray bag passed down 
the oesophagus, was found not to be in front of 
the tumour, but behind it. If it had been a pan¬ 
creatic cyst, the stomach should then have been in 
front of the tumour. This seemed to put pancre¬ 
atic cyst out of court. There was nothing sug¬ 
gesting that he had had jaundice, or any attacks 
like gall-stone colic, nor could one be certain that 
the tumour was a distended gall-bladder. The 
tumour was most probably a hydatid cyst in con¬ 
nection with the under surface of the right lobe of 
the liver. It was growing, and perhaps had been 
slightly damaged, and had given rise to some local 
peritonitis and so to pain. When me patient came 
in he was freely purged, but that did not produce 
any but a transient diminution in the size of the 
tumour; that put out of court a faecal accumula¬ 
tion. Another possibility was kidney tumour, 
cystic kidneys, or hydronephrosis; but, inasmuch 
as the urine was quite healthy and the tumour lay 
in front of the stomach and intestines, a renal ori¬ 
gin might be dismissed. He brought the case for¬ 
ward first of all because of the uncertainty of dia¬ 
gnosis, and secondly to ascertain whether the man 
should riot be advised to have some exploratory 
operation done. 

Mr. Turner said he had little to add to w r hat 
Dr. Rolleston had said, for he had gone carefully 
into the question of diagnosis. The tumour did 
not pulsate. He mentioned that because Mr. Jaf¬ 
frey had just told him that the case seemed simi¬ 
lar to one which he had had, and which turned 
out to be an aneurysm. There did not seem to 
be any sign of aneurysm in the present case, and 
he went on the broad ground that this was an 
abdominal tumour of uncertain nature—as per¬ 
haps they might say all abdominal tumours were 


Digitized by 


Google 



The Clinioal Journal.] 


SECLUSION OF THE INSANE. 


[January 10,1900. 191 


—and he thought it would l)e the right thing 
under the circumstances to do an exploratory lapa¬ 
rotomy to ascertain what it was, and whether it 
was a condition which could be relieved. 

Mr. Jaffrey also thought that exploratory lapa¬ 
rotomy was necessary. He had recently had a 
case looking very much like this one, in which 
malignant disease was found affecting the pan¬ 
creas. This was very likely a similar case 

Mr. Sheild agreed with the opinion expressed by 
Mr. Turner that the region ought to be explored, 
with a reservation as to diagnosis, because a 
swelling of that kind might be one of a great 
many things. His own opinion inclined to the 
idea that it was hydatid cyst. Still he was uncer¬ 
tain with regard to it; some cystic formations of 
the pancreas might coexist with malignant dis¬ 
ease. It was a typical case for exploratory opera¬ 
tion, in which the surgeon should be prepared to 
deal with what he happened to find. 

Mr. Dent thought, inasmuch as the patient 
wished to be relieved of his pain, that a laparo¬ 
tomy was justifiable. He would not express an 
opinion as to what might be found there. A 
woman was at present in the Drummond Ward 
who had had a swelling like that, which seemed 
more markedly connected with the gall bladder, 
and she had had repeated attacks of jaundice with 
acute pain. On examination it turned out to be 
a condition which even now he could not abso¬ 
lutely verify. The intestine w r as all matted to the 
liver, and apparently the gall bladder was free. 
Acute attacks of pain in that region certainly 
could be due to attacks of simple peritonitis and 
adhesions forming all round. The lobules seemed 
enlarged but not malignant. He advised explora¬ 
tion, because the condition might be one of many 
things relievable by operation. 

Mr. Bennett agreed that the case should be 
explored, because he did not think that anyone 
could say with certainty what the real state of af¬ 
fairs was. A very similar case to this, which had 
been under his care, was one which turned out to 
be an old duodenal ulcer, in which there had been 
some time previously perforation and adhesion to 
the liver, as this man might possibly have. The 
patient to whom he referred had been recom¬ 
mended by an expert to have an operation per¬ 
formed for the removal of gall-stones, which were 
supposed to be the cause of the trouble, and acci¬ 


dental circumstances alone prevented the perform¬ 
ance of the operation. The case was recalled to 
his mind by the dilatation of the stomach, which 
was so marked in the patient at present shown. 

Mr. Haward thought the case should be ex¬ 
plored. As Mr. Bennett had said, the stomach in 
this case was rather notably dilated, but Dr. Rol- 
leston told him that the percussion note varied 
somewhat. Amongst other possibilities in this 
case was a gummatous growth. Still he agreed 
that operation might be useful for diagnosis as well 
as for treatment He doubted, however, whether 
one should, simply because of the uncertainty of 
diagnosis, perform a laparotomy. He thought 
that if in case of uncertain diagnosis, it was rea¬ 
sonably likely that laparotomy might do good, the 
operation was completely justified. 


SECLUSION OF THE INSANE. 


From Dr. Macpherson on 1 Mental Affections/ 


“ One cannot spend many years among the insane, 
as the present writer has done, without meeting 
with some cases in asylums who, though insane, 
should not have been certified and isolated; but 
such cases are few. On the other hand, many 
cases are met with outside asylums who, though 
undoubtedly insane and manifestly unfit to be at 
large, succeed, either through the indifference of 
others, or owing to the indefinite nature of their 
symptoms, in eluding certification. So long as 
these persons do not violate the peace of society, 
or transgress the ordinary . laws of conduct de¬ 
manded by the State, they may do very much as 
they please, to their own detriment and to the dis¬ 
turbance of the peace of mind of their relations. 
I refer more especially to the moral insanity of the 
degenerate, and the moral perversions that follow 
acquired degeneracy as a result of alcoholism, 
traumatism, sunstroke, syphilis, or severe illnesses, 
such as fevers, hysteria, and other affections. It 
is unnecessary to go over the field of degeneracy 
again. It is sufficient to acknowledge freely that 
its most pronounced symptom is a lowering of the 
moral sense, for which the subject is as irrespon¬ 
sible as he would be for colour-blindness or intel¬ 
lectual imbecility. Such cases do not present any 
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of those positive mental symptoms, such as delu¬ 
sions or hallucinations, which facilitate certifica¬ 
tion ; they are neither irrational nor incoherent in 
conversation; they show neither mental enfeeble- 
ment, nor undue excitement, nor depression of 
spirits; yet they are not as other people in their 
conduct, in their views of life, or in their attitude 
to their environment. We may be convinced of 
their insanity, but without a disregard of truth we 
cannot write such a description of their insanity as 
would convince others of our opinion, were the 
facts to be submitted to impartial judges. Many 
of these people indulge in alcohol and other nar¬ 
cotics to excess; but intemperance is not of itself 
a sufficient ground for certification; and we must 
remember that with them it is almost always a 
symptom, not a cause, as so many people who 
ought to know better are too willing to believe. 
The fact seems to be that we have not yet reached 
that stage of civilisation where reckless immorality 
and persistent irregularity of conduct and temper 
are recognised as abnormal. Society is ready 
enough to condemn, but not to pity; and medical 
psychology has not advanced, except sporadically, 
to the recognition of the less apparent forms of 
mental aberration. It is misfortune enough that 
nothing can be done by our profession to 
ameliorate the lot of the young degenerate who is 
not technically insane; but it is much worse that 
we often can do nothing to shield him from the 
too undiscriminating arms of blind Justice, when 
by chance he is immolated for crimes which are 
more the outcome of a vicious organisation than 
of wilful wickedness. Besides the foregoing group, 
we are not infrequently consulted regarding 
patients who are evidently the subjects of delusions 
of suspicion and persecution, but who are careful 
not to commit themselves to any expression, ver¬ 
bally or in writing, which might compromise them. 
Their conduct may be apparently influenced to a 
profound degree by tneir morbid suspicions, and 
may cause grave concern and anxiety to those with 
whom they pass their lives; and yet it may be of 
such a nature as to stop short of the limits of 
technical lunacy. In the same category are the 
host of suspicious, credulous, combative, litigious, 
weak-minded degenerates, who render their own 
lives and those of others unbearable, but who, not¬ 
withstanding, manage to steer warily clear of certi¬ 
fication and asylums. It is true that sooner or 


later most of these cases exceed bounds, and place 
themselves within the compromising limits of justi¬ 
fiable certification; but it is none the less a fact 
that the difficulty of certifying them on ordinary 
occasions is often insurmountable, and that it is 
better left unperformed. The same advice must 
be given in regard to the occurrence of many 
cases of obsessions and impulses, even when they 
are of a highly dangerous nature. It is our 
duty to warn the relatives, and to advise the patient 
to place himself under restraint, and to take what 
other precautions circumstances and common 
sense dictate; but we cannot certify as insane a 
man of lucid mind because he may at some future 
time commit suicide, or homicide, or theft When 
along with impulse there exists a definite mental 
aberration, or a neurosis like epilepsy, the case is 
different; but even in epilepsy we must ascertain 
from personal knowledge of the patient that the 
disease is accompanied by some form of mental 
disturbance, which constitutes at least temporary 
insanity. The same holds true of other neuroses, 
such as alcoholism, hysteria, and chorea. Mental 
or physical weakness, whether congenital or ac¬ 
quired as the result of brain disease, or due to 
senile changes in the brain, does not in itself (un¬ 
less it extends to dementia) constitute insanity, 
and cannot, therefore, form the basis of certifica¬ 
tion. It is true that this rule is frequently disre¬ 
garded, and that many people who are a burden 
on society, or on their relatives, are conveniently 
stowed away in asylums, where, perhaps, they are 
better tended than outside; yet the result does 
not exonerate the certifying physician.” 

The above is a passage taken from the scholarly 
work of Dr. Macpherson on Mental Affections.* 
Some of the most perplexing problems which are 
presented to the practitioner in the course of his 
daily work arise in connection with the insane, and 
especially in connection with the borderland cases 
occurring in the insanity of the degenerate. To 
this important subject of the insanity of the de¬ 
generate Dr. Macpherson devotes two chapters, 
and deals with the many points arising out of 
their discussion in a very scientific manner. The 
work is characterised by sound judgment, and 
bears the impress of the wide experience of the 
author. 


* ' Mental Affections: an Introduction to the Study of 
Insanity,’ by John Macpherson, M.D., F.R.C.P.E. London: 
Macmillan & Co , Limited. 
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When Lord Lister first launched upon the scien¬ 
tific world his germ theory of putrefaction, the 
antiseptic treatment of wounds speedily followed. 

It is no wonder that a revelation so convinc¬ 
ing and complete, embodying, as it did, a theory 
which revolutionised the surgical treatment of the 
day, should have laid down lines along which all 
scientific observations in the treatment of wounds 
have faithfully travelled ever since. Time has 
served only to press home the conviction, and 
with a few exceptions the antiseptic and aseptic 
treatment of wounds is now universally adopted. 

The very completeness of the antiseptic theory, 
however, has tended to circumscribe research in 
other directions, so that any advances that have 
been made, have generally been in the produc¬ 
tion of some new germicide, or in the formulating 
of some plan for perfecting the germ theory of 
treatment. From time to time we have had pre¬ 
sented to us a continuous succession of germi¬ 
cides superseding each other with Bewildering 
iteration, whilst any suggestions adding to our 
knowledge of the treatment of wounds founded 
on principles other than those of the germ theory, 
have been few and far between. Professor 
Hamilton made experiments of applying sponge- 
grafts to wounds as far back as 1881, and though 
unsuccessful so far as being able to establish 
“ sponge-grafting ” as a method of general appli¬ 
cation in surgical practice, yet he attained suffi¬ 
cient success to show that there was a principle 
embodied in the results which deserved more 
attention at the hands of future investigators than 
it has received. 

To have demonstrated the fact that it was pos- 
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sible to apply a graft to a wound along which 
the plasma cells of the tissue could grow and live, 
was surely leaving a legacy to science from which 
practical results could safely be predicted. How¬ 
ever, such is the fact, that, with one or two ex¬ 
ceptions presently to be mentioned, there has 
been no attempt to build upon and perfect the 
•idea first conceived in the experiments of 
“ sponge-grafting.” There are but few examples in 
surgical practice which may be said to embrace 
the idea of “ grafts,” in so far that an animal tissue 
is applied to a wound for the purpose of accelerat¬ 
ing repair; such are—(1) Epithelial and skin 
grafting. (2) Healing through the medium of 
blood clot, as in the case of cavities left after the 
removal of sequestra, or in wounds of the soft 
parts where the flaps cannot be brought together. 
{3) Senn’s method of introducing decalcified bone 
chips into bone cavities. (4) Transplantation of 
bone to osseous defects left after operation. (5) 
A few cases of transplantation of nerve tissue. 

I have used the word “ graft ” in a general sense, 
as implying a certain similarity each possesses, in 
that they all promote growth; but an analysis of 
the processes by which each leads to its results 
shows that the term is a misleading one. 

In “ grafting ” the impulse is given by the graft 
itself, and all growth proceeds directly from it. 

The only true instances of grafting are those of 
epithelial and skin grafting. In the other cases 
mentioned above the so-called “ graft ” is entirely 
passive, it is the cells of the tissue to which it is 
applied that respond; these proliferate and grow 
into the graft, which, in each case suspends a 
medium of blood, or lymph, by which the vitality 
of the cells is sustained. This idea suggests rather 
a method of healing by “ culture ” than by “ graft¬ 
ing.” I have drawn this distinction between the 
two processes in order to give an explanation of 
the heading of my paper. 

“ Sponge-grafting ” is essentially an example of 
growth by the method of culture. 

When the graft is applied to a wound, it takes 
up the blood or lymph from its surface and holds 
it in its meshes. 

The porous nature of the sponge facilitates the 
growth of the plasma cells, which are everywhere 
nourished by the surrounding blood or lymph; the 
framework of the sponge acts as a scaffolding 
which supports and directs the growth of the 
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'young cells. The "walls of the’trabeculae are 
gradually Absorbed, and should this advance far 
enough the whole graft would be replaced by 
grahulation tissue. The graft, however, is very re- 
sistent, and is only slowly absorbed by the cells. 
Owing to this fact, the process often proves abor¬ 
tive before complete absorption has taken place. 

From a Study of the above, it is clear that an 
animal tissue having the same characteristics, but 
capable at the same time of being acted upon and 
more readily removed by the growing cells, would 
probably achieve what the sponge-graft failed to 
accomplish. 

Such a tissue is “ decalcified cancellous bone.” 

It is prepared from the most cancellous portions 
of the bones of an ox, such as the joint ends and 
the “ beef-steak ” bone. These are sawn into small 
fragments, from which every particle of fat is 
thoroughly eliminated by prolonged boiling, the 
fragments are then put into a 10 per cent, solu¬ 
tion of hydrochloric acid, until the more cancel¬ 
lous portions are quite soft; these soft portions are 
then cut out, placed in a soda solution in order to 
neutralise the acid, and afterwards bleached in a 
solution of peroxide of hydrogen. 

The result is a very soft, spongy material, por¬ 
ous and quite white. The dressing is preserved in 
a one in twenty solution of carbolic acid. Before 
being used in treatment it should bo thoroughly 
washed in sterilized water, or in a weaker solution 
of carbolic acid. 

I tried many different fat solvents in its prepara¬ 
tion, but none of them gave results so good as 
that obtained by prolonged boiling. 

The one quality in which decalcified cancellous 
tissue differs from sponge, and which'renders it of 
so much practical value in treatment, is its' ab¬ 
sorbability. On account of its softness it is easily 
adaptable to the surface of wounds, so that cavi¬ 
ties, however irregular, can be readily and com¬ 
pletely filled with it. I wish here to refer to some 
points in the pathology of a healing wound which 
seem specially to bear Upon the Argument sug¬ 
gested in this paper. The object , of granulations 
in a healing wound is to supply lymph to the 
growing cells. The connective tissue cells, which, 
as it is now settled, are the true germs of growth, 
in their natural state lie bathed in lymph in the 
lymph canalicular system of the tissues. \Vhen, 
as in the case of a wound, this natural disposition 
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of the parts is disturbed, compensatory processes 
take place in the form of granulations, by which ' 
the surface is covered with a layer of coagulated j 
fibrin. * i 

This is essentially what takes place in healing by 1 
first intention, a bond of coagulated lymph form- j 
ing the medium for the cultivation of the plasma 
cells. The difference is rather one of degree than , 
of kind. In an open w’Ound the secretions are 
exposed to putrefactive and other organisms which . 
are enabled to grow and produce results deleteri¬ 
ous to healing. In the antiseptic method germi¬ 
cides are applied to disinfect a w’ound and destroy , 
these organisms. We see in this two contending; 
forces: one bacterial and destructive, the other; 
conservative and reproductive. Until recently it 1 
was assumed that by removing the agents produc-* 
ing the former all that was possible had been; 
done to promote the healing of a wound. ; 

When it was known that the organisms princi-' 
pally concerned in surgical practice were cocci of; 
the less resistent kind, that it was sufficient to pre-! 
vent their growth without destroying them, and ! 
that a certain percentage of water was necessary \ 
for their development, the treatment of wounds 
underwent a considerable change; weaker and 1 
less irritant germicides were used, evaporation was; 
encouraged by dry dressing, and the wound dis-; 
turbed as little as possible. This briefly repre¬ 
sents the treatment at the present day, and the 
results have fully justified its adoption. 

The tendency to adopt a more conservative 1 
method of treating wounds has been gradual, and; 
the application of a dressing such as “ decalcified 
cancellous tissue,” which is both readily absorb¬ 
able and absorbent, is an extension of the prin¬ 
ciple upon which the method is based. 

The practice of interfering as little as possible 
with the surface of a wound cannot be too strictly 
enforced; its granulations, composed as they are 
of tender, loosely attached, embryonic cells, must 
be easily susceptible to injury. 

A granulation lobule is a very variable unit, 
composed of both germinal elements and leuco¬ 
cytes, with a vascular supply capable of being in¬ 
fluenced reflexly. The granulations of a wound, 
therefore, readily respond to surface irritation, bac¬ 
terial or otherwise, and alterations in their lymph 
and vascular supply as a result of disregarding 
this fact are common; overgrowth, oedema, ple¬ 


thora, and absence of granulations, all have their 
origin in some disturbance of the vascular supply. 

The leucocytes, whatever their origin, whether 
phagocytes from the circulating blood attracted to 
the part for its protection, or embryonic cells that 
have missed development from some cause, are 
not essential factors in the process of repair. Their 
presence, as pus, must be taken as an indication 
of the failure of treatment to afford adequate pro¬ 
tection to the developing cells. This protection 
can only be afforded by a dressing that is abso¬ 
lutely unirritating to the surface of the wound, and 
which would ensure no disturbance to its lymph 
and vascular supply. In order that the process of 
repair may continue without interference the 
dressing should be of such a nature that it may 
be left unchanged for some days. No dressing 
can fulfil these conditions unless it is absorbable 
as well as absorbent, and I do not know of any 
which possesses both these qualities except “ de¬ 
calcified cancellous tissue.” 

A little consideration will serve to show that an 
absorbent but non-absorbable dressing is not only 
irritating to the Surface of a wound, but also inter¬ 
feres considerably with the lymph supply, and, as 
it cannot be removed by the growing cells, it must 
offer a distinct check to the processes of repair. 
Starvation and necrosis of the superficial cells is 
the inevitable result, for continued cell-growth is 
possible only if the nutrition of the cells be main¬ 
tained by an adequate supply of lymph; and this, 
of course, is impossible with a dressing that con¬ 
stantly takes up the lymph in the wound, removing 
it from the area of growth. In the animal econ¬ 
omy the nutrition of the tissue depends upon a 
41 constant ” being maintained between the lymph 
and its cells, and the same law applies to the re¬ 
parative processes concerned in a healing wound. 
The blood vessels regulate this 44 constant ” be¬ 
tween the lymph and cells. If the lymph be 
drained into an unabsorbable dressing where it is 
unavailable for the growing cells, the nutrition of 
the cells must require a fresh supply; but as each 
fresh supply directly it is formed is absorbed and 
drained away in the same manner, the result must 
be a continual desiccation of the surface of the 
wound. As owing to this continual draining away 
the supply of lymph is far in excess of that neces¬ 
sary for the reparative processes, there must be 
compensatory changes in the vessels, either in the 
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way of increased turgescence, or in the formation 
of new vessels. 

It is a commonly accepted idea that perfectly 
aseptic bodies are innocuous to the tissues, and 
experiments have been made in proof of this to 
show that such bodies can be included in the tis¬ 
sues without causing suppuration; hence the 
natural inference is drawn that the effects are due 
to the germs carried into the wound by the body, 
and not to the body itself. 

It by no means follows from this, however, that 
a foreign body is on that account innocuous to 
the tissues. Nature has two ways of dealing with 
aseptic bodies, and the method chosen will vary 
according to the nature of the body itself. If the 
body be unabsorbable, phagocytes are attracted to 
it, and an inflammatory process is set up by which 
it is encapsuled, and an encapsuled body in the 
tissues is as much removed from the organism as if 
it had been disposed of by absorption, or cast off 
in the process of suppuration. 

The series of events which immediately precede 
and lead up to “ encapsulation ” are essentially 
protective in their nature, and form part of a pro¬ 
cess established for the isolation of an irritant. 
Since the foreign body is aseptic, any irritation it 
causes must be due entirely to the resistance it 
offers to absorption. 

It is obvious that however useful encapsulation 
may be in surgical practice and disease, it should 
play no part in the treatment of wounds, but the 
profuse discharge always present indicates that 
phagocytes are attracted to a non-absorbable dress¬ 
ing for the purpose of isolating and protecting the 
wound, and this may be regarded as an abortive 
attempt at encapsulation. This applies equally to 
ail non-absorbable dressings, including ointments 
and powders; and the pus-laden strand of iodo¬ 
form gauze, so often withdrawn from a sinus, is 
familiar to every surgeon. By applying this argu¬ 
ment to a non-absorbable dressing, we can fairly 
draw the deduction that, independently of its inter¬ 
ference with the lymph supply, it acts per se as a 
direct irritant to the tissues. On the other hand, 
if the body be absorbable the cells grow into and 
replace it, and in this manner they remove an 
absorbable dressing. 

In my preliminary observations on “ sponge- 
grafting ” I drew a cursory outline of the events 
which take place in an absorbable and absorbent 


dressing; this, coupled with what I have said on the 
subject of non-absorbable dressings, prepares the 
way for discussing more in detail “ decalcified can¬ 
cellous tissue,” which irt my opinion is par excel¬ 
lence an ideal absorbable dressing. 

The principle upon which I based the theory of 
the treatment by decalcified cancellous tissue is 
endorsed in the most perfect manner by the patho¬ 
logical sequence of events found in the history of 
repair through the medium of an aseptic slough. 
When a portion of the body dies from injury, as 
after a severe crush, providing it can be rendered 
absolutely aseptic, rapid healing takes place with¬ 
out putrefaction or any reactive inflammation. The 
whole slough is infiltrated with cells which gradu¬ 
ally remove and replace it by granulation tissue. 
Such a slough remaining in connection with the 
parts, is kept in a state of perfect repose. It re¬ 
tains to a certain extent its anatomical structure, 
mixed with blood clot, so affording a scaffolding 
for the support of the cells, and, together with the 
surrounding lymph, a medium for their nutrition. 
Lastly, it is absorbable, and therefore readily re¬ 
placed by the advancing growth. 

Nature’s method of repair through the medium 
of an aseptic slough may be considered one of 
the most perfect types of the healing process. It 
is not possible by any artificial means to produce 
results equal to those by which aseptic sloughs are 
removed by natural processes, but we can so far 
imitate them in our treatment of wounds as to in¬ 
clude the principles on which they act. Every 
dressing should therefore combine these princi¬ 
ples : —It should be aseptic, adaptable, porous, 
absorbent, and absorbable; aseptic for reasons 
which require no comment, adaptable that it may 
completely cover and be perfectly applied to the 
surface of the wound, porous that it may offer a 
minimum of resistance to the growing cells, and 
form a scaffolding for their support, absorbent 
that it may retain the lymph for the nutrition of 
the cells, and absorbable that it may yield to and 
be replaced by granulation tissue. 

Decalcified cancellous tissue possesses all 
these qualities : —It is aseptic, its softness renders 
it easily adaptable to any wound, it is finely porous, 
absorbent, and absorbable. The advantages of 
an absorbable dressing have been anticipated in 
my criticism on non-absorbable dressings, such as 
iodoform gauze. Assuming that the dressing used 
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is aseptic, porous, and easily adaptable, the com¬ 
bined qualities of absorbency and absorbability 
have the effect of placing the wound in a state of 
physiological rest. From the moment such a 
dressing is applied to a wound there is no check 
to cell development, because the area of nutrition 
is always in advance of the growing cells. The 
nutrition of the cells being at once established, 
the strain upon the vessels is reduced to a mini¬ 
mum. The delicate stages of cell proliferation can 
be carried to a later stage of completion, because 
the dressing can be retained longer, and removed 
with less disturbance. As already shown, the 
dressing itself, on account of its absorbable nature, 


demonstrates, than of the dressing itself. So far, 
however, it is the only dressing which carries out 
the idea, but there is no reason why the principle 
should not be extended to the exclusion of all non¬ 
absorbable dressings. Culture is suggested in the 
idea of a medium of blood or lymph being sus¬ 
pended in the dressing; when compared with cul¬ 
ture methods outside the body it is, I think, suffi¬ 
ciently appropriate. With the object of testing 
the qualities of the dressing, I performed the fol¬ 
lowing experiments on five rabbits. In each case 
I made an incision into the gluteal region, and 
snipped out a wedge of muscle. I then introduced 
a piece of the dressing into the wound so as to 



is unirritating to the tissues, and it is im¬ 
possible to imagine anything more nearly 
approaching the bond of coagulated fibrin 
in healing by first intention than such a dress¬ 
ing saturated with lymph. The necessity for 
granulations no longer exists, for the lymph is al¬ 
ready at hand in the dressing, forming a “ callus,” 
in which cell development takes place unin¬ 
terruptedly, providing perfect repose is secured. 
It will be readily understood that the dressing acts 
purely in a mechanical way, and that there is 
nothing specific in its action. Any dressing com¬ 
bining the qualities of absorbency and absorb¬ 
ability, would act in a similar manner. The argu¬ 
ment is more in support of the principles it 


fill accurately the gap thus made. Finally, I 
united the cut edges of the muscle over the dress¬ 
ing with a few uninterrupted stitches of catgut, 
and brought the skin over all, suturing with silk¬ 
worm gut The whole wound was then painted 
with iodoform collodion. A piece of the dressing 
was thus included in the muscle. In two cases, 
killed on the second day, the bone dressing was 
found quite unchanged, but filled with blood-clot 
It was firm, dry, and closely adherent to the sur¬ 
rounding parts. These latter showed no change 
whatever. In the other three cases, two of which 
were killed on the fifth day, and one on the 
seventh, the external wound had completely 
healed. These were first hardened in formalin, a 
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section was then cut through the muscles and 
dressing of each, preparatory to making micro¬ 
scopic specimens. They all had much the same 
appearance, a clear, white, fibrous cicatrix formed 
a framework surrounding the dressing, which was 
of a pink, succulent, and generally soft character, 
but with a firmer and more resistent central core, 
evidently due to unabsorbed cancellous tissue. 

The illustrations represent the appearances of 
the sections under the microscope. 

Fig. i is a specimen under a low power. From 
bottom to top it shows in order muscle fibres in 
section, young fibrous tissue consisting of spindle 
^nd embryonic cells and vessels, the outlines of 


only to surround, but also to penetrate the dress¬ 
ing, portions of which are completely isolated. 

The section, when stained with haematoxylin, 
shows the lymph faintly stained between the cells, 
and more darkly stained in the dressing, thereby 
more clearly defining the outlines of the latter.* 
Blood-clot is seen in the interspaces of the dress¬ 
ing. The little islands of young granulation tisspe, 
scattered here and there in the dressing are 
strongly suggestive of the manner in which the 
cells insinuate themselves during their develop¬ 
ment.- The method of using the dressing will vary 
slightly with the nature of the wound, whether, re¬ 
cent or granulating. In the former, the time of 



which are faintly defined. At the top is an area 
in which the cells are less varied and more uni¬ 
form in shape and size; it is composed of em¬ 
bryonic ceils only. 

Fig. 2 represents, under a higher power, the 
area where the young fibrous tissue joins the 
embryonic cells. 

The varied characters of the cells and the out¬ 
line of the vessels are made more evident. 

The distinction between the fibrous and em¬ 
bryonic areas is emphasised. 

Fig. 3 represents a portion from the centre of 
the section where the cancellous tissue is still un¬ 
absorbed. 

The young embryonic cells can be seen not 


applying the dressing varies according to the pre¬ 
dilection of the surgeon. In all cases the dress¬ 
ing should be washed in sterilised water or weak 
carbolic, squeezed dry, and cut into smaller pieces, 
which, being easily adaptable, will completely fill 
the wound. In a recent wound, such as is left 
after the operation for sequestrotomy, I pack the 
cavity with iodoform gauze in order to stop the 
bleeding, and then dress it in the usual manner. 
On the following morning I remove the gauze, 
gently irrigate the wound with i in 4000 hydrarg. 
perchlor., press into it a sterilised sponge, which 
is left in it for a few minutes in order to dry the 
wound. I then sterilise, squeeze dry, and cut into 
shavings sufficient decalcified tissue to completely 
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fill the wound, and, after removing the sponge, I 
pack the tissue firmly into the cavity, cover it with 
iodoform gauze, and then apply an ordinary 
dressing. 

This represents my usual method of using the 
dressing, but 1 have Used it immediately after 
operation, as soon as the bleeding has been 
stopped, and also as late as four or five days after 
operation, when healing by granulation has already 
commenced. In a few cases I have placed a little 
protective over the wound, but I prefer iodoform 
gauze. The time for renewing the dressing will 
vary according to circumstances ; the nature of the 


dressing may be left for a few days, but with un¬ 
healthy granulations and free discharge, it will 
probably require to be renewed daily, as under 
these conditions it liquefies rapidly. It will, how¬ 
ever, be found in such cases, that as the wound 
assumes a more healthy character the cancellous 
tissue will remain unaltered, and may be left fov 
some days without interference. In chronic cases^ 
with few or no granulations and very scanty dis¬ 
charge, the dressing may be left undisturbed for 
many days, and it is very interesting in such cases 
to see the dressing being gradually absorbed* and 
replaced by healthy granulations. 



Embryonic cells. 


Cancellous tissue. 

I : 


Blood-clot. 


Fig. 3.—Section stained with haematoxylin. 


wound and the time when it is first introduced 
partly determining this. When introduced early, 
as immediately after operation, or on the follow¬ 
ing morning, I rarely have to renew the dressing 
for three or four days; it is better, however, to 
examine the wound on the second day, as no harm 
is done by this, and one is able to judge from its 
appearance whether or not the dressing should be 
renewed. If the dressing be applied later, when 
the wound is granulating, the time for renewal will 
depend upon the condition of the granulations; if 
these be healthy and the discharge slight the 


In re-dressing, it is important to use very little 
force in irrigating the wound, and simply to wash 
away the liquefied portions of the dressing, leav¬ 
ing undisturbed the little islands that have attached 
themselves to its surface, as they represent parts 
of the wound which have taken on a healthy re¬ 
action, and in which repair is progressing favour¬ 
ably. The surface is then gently dried before re¬ 
applying the dressing. In wounds that are in¬ 
flamed, the dressing should not be used until the 
inflammation has been subdued. It will be found 
in all cases where the conditions are favourable, 
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that the dressing becomes dry and adherent, and 
resists any attempt to separate it from the sur¬ 
rounding parts. 

The dressing has been used in every variety of 
wound where healing by first intention could not 
be secured. The following may be cited as a few 
examples out of many:—Ulcers, especially the 
chronic variety ; cavities of bone, such as are left 
after operations for bone abscess, necrosis, and 
mastoid disease; fistulae which are not too narrow 
and tortuous; old empyaemic cavities; all fresh 
wounds, whether accidental or the result of opera¬ 
tion. The behaviour of wounds varies consider¬ 
ably under any treatment, being largely influenced 
by the constitutional peculiarities of the patient, 
so that wounds possessing the same characters, 
and treated in a similar manner, may yet show 
totally different results, and reports of such cases 
are liable to give erroneous impassions of the 
value of any particular treatment. I have there¬ 
fore selected a few cases treated by the bone 
dressing, which I think unmistakably demonstrate 
its value. I am greatly indebted to Mr. Ward, of 
Leeds, for the three following cases admitted 
under his care into the Leeds Infirmary, the notes 
of which have been kindly supplied to me by Mr. 
Trotter, his house surgeon, who had them under 
his observation during the whole of their treatment. 

Case i.— J. U—, male aet. 37. Admitted April 
26th, 1899, complaining of persistence of dis¬ 
charging sinus since excision of the right hip for 
tuberculous disease two years ago. There is a 
small discharging sinus about 4J inches below iliac 
crest, situated in the scar (anterior) of old opera¬ 
tion. A probe entered about 2 J inches. No bare 
bone felt. 

April 28th.—Sinus opened on director. Incision 
continued through dense scar tissue for about 2 
inches above and below. Disease of trochanter 
found and removed with chisel. The whole wound 
cavity, very extensive, packed with iodoform gauze, 
owing to bleeding. 

April 29th.—Gas. Packing removed. Fresh 

bleeding rendered its re-introduction necessary. 

May 1 st.—Packing removed. Cavity filled with 
bone dressing. 

May 4th.—Wound syringed out, dried and re¬ 
packed. Packed with bone dressing every third 
day. The discharge was copious, and for the first 
fortnight generally required fresh wool to be laid 


on during intervals of dressing. During the whole 
time the temperature, except on the night of the 
operation, never rose above the normal 

May 28th.—The wound is now quite superficial, 
except at the upper part in site of old sinus, 
where a considerable hole still remains. Very 
little discharge, the bone being found still adhe¬ 
rent, and not removable by gentle syringing on* 
dressing. 

June 7th.—Patient sent to Ida Hospital. Dress¬ 
ing continued as before; the long narrow sinus 
being packed with bone dressing every fourth day. 

July 8th.—Patient discharged. Sinus about one 
inch deep and just admitting a small probe, still 
persists. 

August 1st.—Patient seen at the out-patients. 
The wound perfectly healed, with a firm scar. 
Patient still on crutches. 

September 10th.—Patient seen at the out¬ 
patients.' In very good health, no pain, firm scar. 
Patient advised to begin to use the limb with a 
high sole. 

Case 2.—A. W—, female aet. 29. Epithelioma of 
vulva. Malignant glands in both groins. Admitted 
December 23rd, 1898. Operation December 24th. 
Growth of vulva freely excised. 

January 6th.—Affected inguinal and femoral 
glands on both sides excised. Skin sewn up. 

January 8th.—The skin on both sides is slough¬ 
ing, exposing a deep cavity on either side. Wounds 
fomented. 

January 16th.—Wounds being fairly clean, 
though still discharging freely, their bases were 
covered with bone dressing, gauze being super¬ 
imposed. 

January 18th.—Owing to discharge coming 
through the bandage, the wounds were dressed. 
There was no sign of the bone left, except a few 
shreddy-looking “ sloughs.” The discharge had a 
peculiar odour, like the “ scouring ” department in 
a woollen mill. Bone dressing again applied. 

January 19th.—Wound dressed. Rather drier. 
More bone dressing applied. 

The depth of the cavity is much less than it 
was; rich red, easily bleeding granulations having 
grown up. Temperature normal since the ninth 
instant. 

January 20th.—More l>one dressing applied. 

January 22nd.—Dressing had not come through. 
A little bone dressing still found adherent on ex- 
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posing the wounds; the skin is growing rapidly 
over the raw surface. 

January 24th.—The dressing reapplied. 

January 27th.—The granulations are nearly flush 
with the skin around. Red lotion on lint applied. 

January 3jst—Patient went home with red lotion 
dressing to be treated by her doctor. The raw 
surface on either side was now about the size of 
half a crown, and covered with firm granulation 
tissue with very little discharge. There was a well- 
marked, blue, growing edge of epidermis around. 

Patient was seen about two months later, when 
she appeared in the best of health, wounds having 
been healed about five weeks. There had been no 
recurrence of the growth. In this case also the 
temperature was normal during treatment by the 
dressing. 

Case 3.—E. S—, female aet. 40. Admitted April 
12th, 1899, with a large varicose ulcer of the left 
leg. The ulcer occupied the posterior and lateral 
aspects of the middle third of the leg. There was 
a smaller round ulcer in front. The edges were 
high and rounded, and covered with inspissated 
discharge; the base was dry and almost timber¬ 
like in hardness. There were no granulations. 
Patient had come in for amputation of the leg. 

April 16th.—Having obtained permission to use 
the bone dressing, and after thoroughly cleaning 
the part by fomentations and scrubbing, bone 
dressing was applied around the edges of the ulcer, 
a few scattered pieces being put upon the base. 
The size of the ulcer rendered it practically im¬ 
possible to cover the whole surface at once. 

April 19th.—Dressing repeated on front part of 
ulcer. The discharge had come through the 
dressing, and had the peculiar odour noticed in 
Case 2. Some of the bone dressing was still 
adherent, but the greater part had disappeared, 
leaving in its old site granulation tissue. Dressing 
reapplied. 

April 22nd.—Reapplied. 

April 25th.—The small ulcer in front being now 
covered with granulations flush with the skin, was 
dressed with red lotion. The ulcer behind was 
continued on the bone dressing, the range of which 
was gradually extended to the posterior parts. 

April 27th.—The whole base is now covered 
with red granulation tissue; the edges are much 
less steep. The epithelium is growing over the 
surface on to the granulations. 


April 29th.—Olive oil and turpentine in equal 
parts to the raw surface. This was applied daily 
till 


May 13th,—when five skin grafts, by Reverdin’s 
method, were applied. 

May 16th.—All grafts have taken. The ulcer in 
front is quite healed. The large ulcer behind is 
much less than it was, and I am sure would have 
healed entirely had not the patient absolutely re¬ 
fused further skin-grafts. She left the hospital the 
same day, and has not been seen since. 

Mr. Trotter, in his letter forwarding the above 
notes states that he has noticed that, although the 
cases treated with bone dressing are left untouched 
sometimes for nearly a week, the temperature 
always remains normal, and that, as a- rule, a tem¬ 
perature which has been high before it was used, 
falls rapidly after its employment I can fully 
endorse this statement. The accompanying chart 
(see Fig. 4) emphatically illustrates this point. 

Case 4.—It is that of a child five years old, 
whose hip was excised for hip-joint disease. Dur¬ 
ing the progress of the disease the wound was 
twice reopened and scraped, on the first occasion 
being packed with iodoform gauze, and on the 
second with 4 ounces of bone dressing. The broken 
line (see Fig. 4), showing the rapid subsidence of 
temperature after the second operation, is charac¬ 
teristic. This case is not quoted as an instance of 
cure by the dressing, but simply to illustrate the 
point in question. At the preliminary excision it 
was found that the disease was very extensive, im¬ 
plicating the shaft for some way downwards; and 
so much bone had to be removed that a cure could 
not be anticipated. Amputation was afterwards 
proposed, but was refused. The child left wear¬ 
ing a Thomas’s splint. 

The following is an example of a very unpromis¬ 
ing case that did well with bone dressing. 

Case 5.—A. J—, male, aet. 30. Tubercular dis¬ 
ease of wrist of four months’ duration. Admitted 
under my care into the Huddersfield Infirmary. 
Large fluctuating swelling over back of wrist. 

June 25th, 1899.—Abscess incised. At first 
sight it appeared superficial, but on pressure pus 
was made to well up from between the bones, and 
a director following its course showed the bones to 
be extensively carious. I removed a carpal bone, 
and, working from this point, gouged out bone 
freely, leaving a large cavity. The bleeding hav- 
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ing been stopped, the cavity was thoroughly packed 
with bone dressing, covered with iodoform gauze, 
and a splint applied. 

June 30th.—Bone dressing reapplied for the 
first time. The previous dressing had entirely dis¬ 
appeared, the cavity was somewhat smaller, and 
parts were covered with granulation tissue. The 
progress of the case showed little variation. It 
was packed with bone dressing on an average 
ever) 7 fourth day. The cavity contracted rapidly 
at first, so that in three weeks from the date of 
the operation a sinus about an inch and a half 
deep remained. In spite of the continued appli¬ 
cation of the bone dressing, this remained obsti- 


enveloped by huge corns, which were surrounded 
by much hardened and inflamed skin* On the 
inner side of the base of each corn was a small 
■ sinus, from which oozed a thin, sero-purulent dis- 
; charge. I ordered him to remain in bed for a few 
I days, and apply warm boracic fomentations to the 
toes. 

; On February 15th I shaved away the corns 
completely, disclosing in each case an oval ulce¬ 
rated surface, which covered the greater part of 
each phalanx. The ulcers were smooth and shiny, 
with scanty, ill-formed granulations. After removing 
as much of the hardened skin as possible, washing 
with a weak perchloride of mercury solution, and 



Continued black line. Wound reopened, scraped, and packed with iodoform gauze, Aug. 5th, 1898. 
Broken black line. Wound reopened, scraped, and packed with four ounces decalcified cancellous 
tissue, Sept. 17th, 1898. 


nate until August 20th, when, on examination, the 
dressing was found dry and adherent to the parts; 
healing then proceeded rapidly, and no further 
renewal of the dressing was required. The patient 
was discharged on September 1st with the wound 
quite healed. 

I quote the following case for two reasons, 
partly because of the rapidity of its healing, and 
partly because it bears out one feature to which 
no allusion has yet been made, viz. the cicatrisa¬ 
tion of an ulcer under the dressing. 

Case 6.—Mr. S. L—, set. 42, consulted me about 
painful corns on both feet. I found the plantar 
aspects of the distal phalanges of both great toes 


drying, I completely covered the whole surface 
with a large amount of bone dressing; gam gee 
tissue was placed over the dressing, and retained 
by a finger bandage. I next saw the patient on 
February 24th, and, although he had walked a 
good deal, he felt no pain, and said his feet were 
quite comfortable. I found the bone dressing 
thick, dry, hard, and tightly glued to the surface of 
the wound. There was not the slightest tender¬ 
ness on pressure, and the surrounding skin was 
perfectly healthy, therefore I did not interfere 
with the dressing. On March 3rd I found the 
bone dressing quite separated from the right toe, 
and lying loose in the gamgee; the ulcer was com- 
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pletelv cicatrised \ that on the left toe was also 
cicatrised, except ‘at a small corner, where a por¬ 
tion of the dressing was stilt adherent. This por¬ 
tion was left untouched, the rest being cut away, 
and on March 6th it Rad separated, and the ulcer 
was quite healed. 

I have had similar cases where patients have 
walked about With bone- dressing firmly adherent to 
a superficial ulcer, the dressing ultimately separat¬ 
ing in the form^of a shell, leaving^ a healthy cica¬ 
trix. 

. In conclusion, I would repeat that any dressing 
with the dual qualities of absorbency and absorba¬ 
bility places a wound treated by it in a state of 
physiological rest, determines the’nutrition of the 
growing cells by securing to them a medium of 
blood and lymph in which they can live and grow, 
and, by ensuring adequate protection to the wound 
from disturbance, economises the reproductive 
forces that form the basis of repair. 


Treatment of Burns.— Ichthyol has been 
used in cases of severe burns with remarkable 
success. The ichthyol is applied pure and in a 
rather thick layer, talcum powder being then liber¬ 
ally sprinkled on it, and plenty of cotton-batting 
applied, the whole being fixed in place by means 
of a strip of soft material. The bandage should 
not be renewed. After three or five days it is 
removed, and the burned part is then found to be 
entirely healed. This result is invariably secured 
in burns of the 6rst or second grade, if the ich¬ 
thyol application has been made when the vesicles 
may still be completely emptied of their fluid con¬ 
tents on incision. If the contents of large vesicles 
are already gelatinous, or if the vesicles are already 
cracked, it is necessary to remove the detritus 
before applying the ichthyol. 

Disinfection is entirely unnecessary. Should 
the bandage have become wet through from ex¬ 
cessive secretion on the second day, it should be 
removed, and a new application of ichthyol with 
fresh cotton be made. As renewal of the bandage 
is very painful, ichthyol vasogen may be used in 
severe cases, where there is a probability of the 
secretions being superabundant, as such bandages 
may be readily renewed twice daily if necessary. 
Fr. E. Mueller (‘ Aerztl. Rund.,’ No. 21, 1899).— 
Monthly Cyclopcddia^ Dec., 1899. 
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SOME OBSERVATIONS ON THE 
j USE OF DECALCIFIED CAN¬ 
CELLOUS TISSUE. 

) 

I BY 

W. ARBUTHNOT LANE, M.S., 

j Surgeon to Guy's Hospital and to the Hospital for Sick 
I Children. 


I was fortunate enough to learn of Dr. Robin¬ 
son’s valuable discovery of .decalcified cancellous- 
tissue very shortly after he originated it, and saw at 
once that the range of its application was very 
wide. I filled up spaces of all sorts with it, 
whether in bone or in soft parts. 

Perhaps I can best illustrate the advantages L 
obtained from the use of this tissue by describing 
a case in which I employed it in greater bulk than 
I had ever done before. 

A boy about ten years old was admitted under 
my care into the Hospital for Sick Children in 
June, 1899. He had had some acute pulmonary 
mischief in the beginning of the year, which was 
followed by an abscess which opened in the front 
of the right chest. This had continued to dis¬ 
charge profusely ever since. 

The sinus which existed on his admission led 
into the pleural cavity, in which a probe could be 
moved readily in every direction. 

I opened up the chest freely by the removal of 
part of three ribs about the sinus, when I found 
that though the diaphragm had risen and had be^ 
come attached to the lower ribs, yet the lung was 
completely retracted, and almost out of reach. 
The pleura was thick, and covered by a purulent 
lymph. 

It seemed clear that the removal of the ribs, 
however extensive, would not bring about the 
closure of the cavity and the expansion of the lung. 
I therefore cleared the pleural cavity as tho¬ 
roughly as I could of its purulent, caseous contents, 
and packed the interior closely with iodoform gauze. 
This was removed, and replaced on a subsequent 
occasion. After an interval of a few days this 
gauze was taken out, and the space was filled with 
decalcified cancellous tissue, nearly two eigm- 
ounce bottles being required for the purpose. Be¬ 
fore introducing this material, it was permeated by 
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a sjnall axnoupt of iodoform. A quantity of iodo¬ 
form was dusted over the cancellous tissue which 
projected from the orifice in the chest, and over 
this iodoform gauze was applied. This dressing 
was left in position for several weeks, and on its 
removal at the end of this time only a sinus re¬ 
mained. By the middle of August this had closed. 
Except for some deformity and shortness of breath 
on exertion, which were Consequent upon a falling 
in of the right chest, the boy. appeared to be in 
good health, and was leading an active life. 

I have also constantly used decalcified cancel¬ 
lous tissue to fill cavities in bone left after the 
removal of sequestra, or by the opening of ab¬ 
scesses, with the best possible result. 

Tubercular foci in bone, which I used pre¬ 
viously to pack firmly with solid iodoform, I now 
very often fill with decalcified cancellous tissue, 
permeated with the same drug, reserving the solid 
iodoform plugging for cases in which the tuber¬ 
cular mischief is very active in the affected joint. 
I cannot speak too highly of the advantage I have 
derived from the use of the solid iodoform plug in 
cavities in bone produced by the tubercle bacillus. 
Curiously enough, I saw the other day the case in 
which I used iodoform in this manner for the first 
time, about eight years ago. In it I filled up with 
it a large cavity which comprised almost every bit 
of both condyles of the femur. This space opened 
into the joint, the synovial lining of which, though 
becoming extensively affected by the disease, was 
not removed. The knee-joint is now perfectly nor¬ 
mal in every particular. This case was published 
in the 1 Lancet* of July 15 th, 1893, under the head- 
ing, “ One of the Best Applications of Iodoform 
in Surgery.” I feel we are very much indebted to 
Dr. Robinson for the material which he has 
placed in our hands, and its great usefulness will, 
I am sure, soon become generally recognised and 
appreciated. 


Rapture of Uterus. —Bar records a case of 
rupture of the uterus. The hand introduced 
passed through the rupture, and intestines were 
apparently felt. Laparotomy showed the rupture 
to extend only to the peritoneal coat, which was 
raised by the blood-clot as high as the right 
kidney. Clots were removed through the vagina, 
and uterus and vagina tamponed. Recovery.— 
American Journ. of Obstet ., Dec., 1899. 
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CHAPTERS FROM THE TEACHING 
OF DR. G. V. POORE. 


No. XXIX. 


Gentlemen, —A very frequent duty of the medi¬ 
cal jurist is the identification of remains. You 
must remember that remains are never too decayed 
for identification to be possible. Some years ago, 
as I mentioned earlier, the coffin of Charles I was 
opened, and it was quite possible to identify that 
monarch by the shape of the beard, which corre¬ 
sponded with the contemporary pictures of him, 
and by the fact that the fourth cervical vertebra had 
been cleanly severed by a sharp instrument. Again, 
in the Chapel of St. Peter Vincula at the Tower, 
exhumations of a similar kind were made more 
recently; and among the bodies found was that 
of a woman whose fourth cervical vertebra also 
had been severed by a sharp instrument. They 
were the remains of Anne Boleyn. You may not 
be able to identify the individual with absolute cer¬ 
tainty, but a partial identification or partial facts 
are of very great importance. For instance, the 
body of a woman who had been missing for a 
long time, as is recorded by Casper, was found in 
a privy, and the body was in a very filthy condi¬ 
tion, far advanced in putrefaction. It was sup¬ 
posed that she was pregnant by her paramour, 
who had murdered her and made away with the 
body in the privy. When the body was exhumed 
it was quite past identification as far as the features 
went, but the uterus had not decomposed so far 
but that it enabled it to be stated that it was a 
virgin uterus, and contained no foetus. There was 
no evidence whatever that the deceased woman 
had been pregnant. Thus the whole theory of 
the prosecution immediately broke down. Now I 
think it is quite impossible to tell the age of bones. 
Bones are very permanent things, and even when 
they are buried superficially in the earth they last 
a considerable number of years, and when buried 
more deeply they last indefinitely. When the new 
Hotel Dieu was built in Paris, the workmen, when 
digging the foundation, came across the remains of 
an old cemetery and a large number of clean 
bones. Certainly that ground had never been 
used for burial (it was in the centre of Paris, and 
the history was well known) for at least 600 or 
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700 years. In these bones, which I saw, the 
markings were all sharp. The soil had been quite 
dry, and such as would be likely to preserve bones. 
In going through the catacombs at Naples some 
years ago—a perfectly dry place in sandstone rock 
—I found an ulna. It had all the markings upon it, 
although in all probability the interment dated 
from the second century of the Christian era. The 
place is quite dry, and decomposition would not 
be likely to take place. 

When remains are found, a very important thing 
is to find the hands and face, for by means of these 
you can often establish identification. The hand, 
of course, will show you perhaps better uian any- 
thing else whether it is that of a man or a woman, 
and it will give you some clue to the occupation. 
Some of the French writers have gone rather 
elaborately into the evidence of occupation to be 
derived from an inspection of the hand, but I do 
not think it will pay us to go into it equally elabo¬ 
rately, because times have changed, and the use of 
machinery for almost everything tends to make the 
marks on the hands less reliable. Then, upon the 
hands you often get such things as marks of rings; 
and if there is an impression upon the third finger 
of the left hand of a female, you would be right in 
assuming that probably it was the hand of a mar¬ 
ried woman. I need hardly allude to the fact that 
the face is of great importance. In the head, of 
course, the teeth are very important, and you may 
often get very valuable information from the teeth. 
When a person is found, you may see that he or 
she has artificial teeth. Then perhaps the dentist 
who looked after the teeth has a cast of the mouth, 
and by this means the identity may be established. 
Some years ago a person disappeared in America, 
and he was traced to the laboratory of a chemist 
but no further, and they assumed that he had been 
burnt in a furnace in the chemical laboratory. In 
raking the ashes beneath the furnace they found 
the remains of bones, and also a lump of gold. It 
was known that the victim wore artificial teeth, with 
a gold plate and gold settings; and the assay of 
this gold showed it to be of identical quality with 
that which had been used by a dentist for supply¬ 
ing gold settings in the teeth in question. Then 
you have to judge of stature, and the best way of 
judging of the stature is to put the remains together 
and make allowance for the missing part, and thus 
form a conclusion as best you can. You will find 


in books on medical jurisprudence, elaborate tables 
given as to the relative proportions which various 
parts of the body bear to each other. I daresay 
that taking the average of the human race, you will 
find that a man with an ulna of a certain length 
will have a femur bearing some definite proportion 
to it; but, unfortunately, we are not all Apollos, 
and there are great irregularities in feature and 
figure, and this average proportion very often does 
not exist. For instance, the standing height and 
sitting height of individuals varies immensely. A 
man with very long legs may sit comparatively low. 
A very important matter is to look over the 
remains and see if they are healthy. For instance, 
some remains which were found several years ago 
packed away in a coal cellar in the New Road, 
w r hen carefully examined, showed that the pos¬ 
sessor of them had had caries of the spine. That led 
to their identification writh a hump-backed girl, 
who was missing. It is also very important to 
be sure whether the curvature of the spine is due 
to disease or to force. There was another case 
where the dead body of a girl was forced into a tea^ 
chest, and with so much violence that the dorso- 
cervical spine was ruptured; in such cases you will 
have to determine whether the position was due to 
fracture or to disease. Another important matter 
in identification of remains is to see, when a large 
number of people have been destroyed at one time, 
whether the parts tally. Many years ago there was 
a very bad railway accident at Abergele, in North 
Wales, the Irish express having run into a petro¬ 
leum train. The Irish express caught fire, and a 
large number of people w*ere burnt to death, and 
some were almost reduced to cinders. But by dint 
of a very great deal of trouble, it was made out 
that there were the parts of 33 individuals. Of 
course the putting of these parts together was a 
very important matter. In that particular accident 
it was shown that there were 33 people missing. 
Many of the people were identified easily, but with 
others it was a matter of very great difficulty. 

Now with regard to the identity of the living, 
there are several things which are of importance. 
To establish the identity of the living you establish 
their age and sex. The family likeness is admitted, 
and rightly admitted, as a test of identity. Scars 
are of very great importance; for scars, if they 
involve the whole thickness of the skin, when once 
made are indelible. Of course they get less 


Digitized by 


Google 



206 The Clinioal Journal.] DR. POORE’S TEACHING. [January 17, 7900. 


obvious as they get older, but you have only to 
look for them and you will find them. In old 
people in the hospital you often find bleeding 
marks in the arm which were made when they were 
children fifty or sixty years ago, and these are quite 
indelible; and probably most of us have some 
marks about us, the results of cuts or accidents in 
childhood or since. Again, there may be the 
marks of the cat o’ nine tails; and when flogging 
was common in the sendees, the marks of the u cat ” 
were of great importance. I have seen “ cat ” 
marks exceedingly few times in the hospital out¬ 
patient room. “ Cat ” marks are generally oblique. 
'A “ cat ” laid on first of all from one side, and then 
from the other, is apt to lap round the body, and 
come under the arms, and into the axillary region. 
Of course, a man who has had smallpox or acne 
Very badly is apt to be marked, but the point to 
remember is that “ cat ” marks are apt to be 
oblique. 

Among other marks which are important are 
tattoo marks, and a tattoo mark, if it be made into 
the true skin, and if it be made with carbon, is 
indelible, unless it is removed bodily either by a 
knife or by caustic. But you must remember that 
very little boys at school will sometimes tattoo 
themselves simply in the epithelium, merely mak¬ 
ing the epithelium dirty with gunpowder or char¬ 
coal. That rubs off when fresh epithelium grows. 
You must remember that tattoo marks may be 
altered or doctored. In former years it was the 
custom to tattoo deserters in the army with the 
letter “ D ” in the left axilla, and in my wards the < 
other day I had one of these men. In former 
years one frequently came across them in the out¬ 
patient room. I am told that the D with which a 
man is tattooed, being very damaging to his 
character, has been altered. I am informed it has 
sometimes been altered by something a little more 
elaborate, such as making the D into an anchor, 
thus. 



An important aid to identification at the present 
day is the photograph, and you can generally, or 
very often, identify people by their photographs. 


I think we must all admit that we have found 
photographs of ourselves, taken many years ago, 
which are very unlike the individual of to-day; 
so that to establish identity by photographs is not 
so easy as might be thought. Criminals are now 
habitually photographed; but the accumulation of 
photographs is so enormous in the prison world, 
that the use of them becomes very very difficult. 
The question whether a man has been convicted 
before, or whether he has been in prison before— 
whether he is a novice or an old offender—is an 
important one to answer one way or the other. 
There is no more important question to decide. 
Here is the man, and here is a bureau with 100,000 
photographs, and how are you to set to work to 
look through these hundred thousand photo¬ 
graphs? Of course it very soon becomes an im¬ 
possible task, and it is due to M. Bertillon, a 
doctor associated with prisons in Paris, that the 
Bertillon system was established. It is a very easy 
system, and is based on common sense. I will 
ask you to assume that we have 100,000 photo¬ 
graphs; or let us say 99,000 photographs, taking 
such a number as is divisible by three. The first 
! measurement taken is the height, and the heights 
are classified into tall, medium, and short. I am 
not going to give you the exact figures, but we will 
say that everybody under 5 feet 6 inches is classi¬ 
fied as short, everybody over 5 feet 9 inches as tall, 
and all between 5 feet 6 inches and 5 feet 9 inches 
as medium. Therefore you get 99,000 photo¬ 
graphs narrowed into 33,000. Amongst other 
measurements is the sitting height, that is to say 
the length of the spinal column. These are 
divided into tall, medium, and short, so that the 
33,000 is narrowed down to 11,000. Then the 
measurements, of the head are taken—circum¬ 
ference, antero-posterior, and lateral. Then the 
lengths of the foot, forearm, middle finger, etc., are 
taken ; so that you see the original 99,000 becomes 
very greatly reduced, and you may find you have 
only to look through about 100 photographs. For 
instance, let us suppose you have a man who 
belongs right away through to the “ smalls,” and 
then you look them through and find one photo¬ 
graph that is like him, and with this particular 
photograph there is a record of Si scar, of a car¬ 
buncle on the neck, a lost toe-nail, and two hearts 
and an arrow tattooed on his arm. In that way 
you completely identify the man. The next point 
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is as to the colour of the hair. In works on medi¬ 
cal jurisprudence you find that there are dis¬ 
cussions as to how the hair can be coloured. Well, 
that is an art which has gone ahead in modern 
times, and it is no longer necessary to discuss it. 
Ladies habitually, I am told, have their wigs to 
match their dresses, and you can get the hair dyed I 
to practically any colour you like. Darkening of ' 
the hair was done with sdot, charcoal, nitrate of ; 
silver, lead salts, and so forth. Of course, you j 
may very much darken the hair temporarily by a i 
copious use of grease, or even water. Or the hair 
may be lightened with peroxide of hydrogen. 

Another point which is sometimes of importance , 
in identification is the footprints. This is a ques- ■ 
tion which belongs more to the police than to the j 
medical jurist, but I will just mention it. You go j 
to a place where a murder has been committed, i 
and you find footprints. The prints may be the 
prints of boots, and, of course, if you find a boot . 
of a particular pattern, and if it is a heavily nailed j 
boot, leaving deep impressions on the ground, the j 
identification of the wearer may be a simple thing. . 
But a man may commit a murder or a burglary ; 
without boots on, or in a special pair of boots, j 
and then burn them. And you must remember 
that occasionally it has happened that a person i 
who is going to commit a burglary has taken care I 
to walk backwards to the house, so that the prints : 
will point in the opposite way to the line of march. ; 
Naked footprints are difficult to identify. The ! 
print of the naked foot must be measured off into j 
square inches, and one must examine carefully to ! 
see into which square and at what point different j 
parts of the foot fall. Then, in the identification • 
of footprints, there is another matter, and that ; 
the line of walk. In a person who is properly 
taught to walk, the angle of eversion of the foot ; 
from the line of walk is about equal on the two 
sides; but if a man has got a short leg, or some- • 
thing of that sort, you may find that one foot ’ 
turns out and the other goes nearly straight. If 
you find that the print made by one foot is nearer 
the right angle than the other, that may lead to ' 
the identification of a splay-footed person. Those 
matters belong to the arts of the Red Indian rather 
than to the doctor; still, it is just as well to men¬ 
tion them. 

(7o be concluded,) 


ADDISON’S DISEASE. 


From Dr. Byrom Bramwell’s ‘AnjEMia and 
Diseases of the Blood-forming Organs 
and Ductless Glands.” 

The diagnosis of the atypical cases in which there 
is little or no pigmentation. —In cases of this kind 
the diagnosis is most difficult; in fact, in the 
absence of pigmentation, although the presence of 
Addison’s disease may be suspected, a positive 
diagnosis is rarely possible. 

We may strongly suspect the presence of 
Addison’s disease when marked and progressive 
asthenia, unassociated with emaciation and without 
fever, develops without any apparent cause. The 
suspicion is strengthened if the patient is young 
(in other words, in cases in which obscure internal 
disease of a malignant kind is not likely to occur), 
if there is no profound anaemia, and if symptoms 
of gastro-intestinal irritation (which seem to be of 
nervous origin, and which do not appear to be due 
to local stomach disease, such as simple ulceration) 
and lumbar pains are also present. Further, it 
must be remembered that marked loss of weight 
does not exclude Addison’s disease. 

In cases of this description the value and 
correctness of the diagnosis depend upon the fact 
that all other causes of the constitutional symptoms 
(asthenia, vomiting, etc.), except Addison’s disease, 
can be excluded. Now every experienced physi¬ 
cian knows that diagnosis by exclusion is always 
difficult and hazardous. Hence the statement, 
which has been more than once insisted upon, that 
for the purposes of a positive diagnosis the 
pigmentation is the most valuable symptom of 
Addison’s disease. 

As a positive sign of Addison’s disease the dis¬ 
coloration of the skin, and especially the pigmen¬ 
tation of the mucous membranes, may be ranked 
with the rashes of the eruptive fevers. Many 
different conditions may produce fever; but in 
the absence of the physical signs of a local inflam¬ 
mation, and in the absence of a skin eruption and 
the symptoms or signs of a characteristic local 
lesion, the diagnosis may be very difficult or im¬ 
possible. From the character of the temperature 
curve it may be possible, even in the absence of a 
rash or local lesion, always provided that one can 
rely upon one's powers of excluding a local inflam- 
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matory lesion, to suspect, with more or less pro¬ 
bability, and in some cases even to positively 
diagnose, a particular form of febrile disease; but 
in most cases of this kind the diagnosis must 
necessarily remain more or less uncertain. So, too, 
with regard to Addison’s disease. In the absence 
of pigmentation one may suspect that the asthenia 
and other constitutional symptoms which are pre¬ 
sent are due to disease of the suprarenal capsules; 
but unless one can be very sure of one’s powers 
of exclusion, it may be impossible to definitely 
diagnose that condition. The presence, however, 
of the characteristic discoloration of the skin and 
mucous membranes gives a different complexion to 
the case, and enables us to make a positive dia¬ 
gnosis. Hence in all cases of suspected Addison’s 
disease the presence of discoloration of the skin, 
and more particularly of those parts of the skin 
which are exposed to the atmosphere, which are 
subjected to pressure or irritation, and in which 
pigment deposits are normally most abundant, and 
especially the presence of pigmented patches on 
the lips, gums, tongue, and the under surface of 
the tongue and buccal mucous membrane, should 
be most carefully looked for. I attach the highest 
diagnostic value to the presence of pigmented 
deposits on the mucous membranes. 

The diagnosis of those atypical cases in which 
there arc no constitutional symptoms. —In not a 
few cases of Addison’s disease the discoloration 
of the skin is, as we have seen, the first symptom 
to attract attention, and in some rare cases it 
seems to be well marked in the earlier stages, and 
before the asthenia and other constitutional 
symptoms are sufficiently developed to be noticed. 

In cases of this kind a positive diagnosis may 
be very difficult, or even impossible. One may 
suspect that the pigmentation is due to Addison’s 
disease; but in the absence of asthenia, and other 
constitutional symptoms, it is rarely, if ever, 
possible to make a positive diagnosis. 

In order to carry the diagnosis farther than a 
mere supposition, all other possible causes of skin 
pigmentation must be excluded. Even in those 
cases in w’hich all these conditions can be ex¬ 
cluded, and in which there is no obvious cause for 
the discoloration of the skin, it is impossible to 
do more than suspect Addison’s disease. When 
constitutional symptoms are entirely absent, it is 
rarely, if ever, justifiable to conclude that disease 


of the suprarenal capsules is the cause of pigmen¬ 
tation. In cases of this kind we may strongly 
suspect Addison’s disease, but we must be content 
to wait for the development of constitutional 
symptoms before committing ourselves to a 
positive diagnosis of that condition. 

The preceding extracts afford an excellent illus¬ 
tration of Dr. Byrom Bramwell’s teaching, con¬ 
tained in the valuable volume * he has written on 
anaemia. The work is based on the author’s own 
clinical and pathological experience, and embodies 
a large amount of clinical observation and hard 
work. The essential requirement nowadays from 
the point of view of very many is how’ far will 
this or any book help me in knowing how to treat 
and how to cure my patients? and judged by this 
practical standard Dr. Byrom Bramwell’s publica¬ 
tion will in no way be found wanting. 

* ‘ Anaemia and some of the Diseases of the Blood- 
forming Organs and Ductless Glands.’ By Byrom Bram- 
well, M.D., F.R.C.P.Ed., F.R.S.Ed. Edinburgh : Oliver 
and Boyd. 


Hysterical blindness is a blindness which is 
mental, and not due to any attempt on the part of 
the patients to deceive themselves or others. It 
is really mental photophobia or mental blindness. 
Such patients should be treated kindly but firmly, 
and should be told that the difficulty can be 
positively overcome, and that there is no per¬ 
manent defect. In this way you can gain their 
confidence; but no sentimental sympathy should 
be shown. Another important step in the treat¬ 
ment is to remove them as far as possible from 
their immediate relatives, and in every way 
endeavour to change their environment. Many of 
these cases are coddled by their relatives, who thus 
thwart the physician’s efforts, and even aggravate 
the abnormal condition. A case of hysterical 
blindness (reported by Solas) continued for two 
months, and was finally cured by a suggestion in 
mesmeric sleep. The treatment, then, resolves 
itself into removing the patients from their 
homes and changing their environment, together 
with the use of such remedies and measures as are 
capable of startling and surprising the nerve 
centres. The use of ether in the treatment of 
these cases was suggested by the experience gained 
by Dr. J. H. Hutchinson, of Philadelphia, in 1864, 
who, by its repeated administration, cured a case 
of hysterical deaf-mutism.—Dr. Moore, The Post- 
Graduate , Dec., 1899. 
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ON CANCER-INFECTION IN 
RELATION TO THE OPERATIVE 
TREATMENT OF CANCER. 

An Address delivered before the South-Western Branch 
of the British Medical Association at Exeter, 
November 14th, 1899, 

By J. BLAND-SUTTON. 


Gentlemen,— Surgical enterprise against cancer 
has of late years undergone wide extension. Coin¬ 
cident with this operative activity, the search for 
the “ cause of cancer ” has occupied the best intel¬ 
lects among the pathologists. We have as yet no 
indication of this cause. The disease is still 
insidious in origin, of steady progress, rebellious to 
treatment, and disastrous in its termination. 

The common mode of treatment, though ex¬ 
tremely crude, consists in excising the cancer; but 
it is the only method at present available which 
offers the least chance of doing good. When 
extensive operations are necessary the result is 
often very questionable, and in some instances 
harmful complications ensue; of these, one of the 
most important is cancer-infection. I want to be 
very careful to convey what I mean by this term, 
in order to avoid misconception; for it is my object 
to demonstrate that cancer-infection is one of the 
causes of recurrence after operation. 

Throughout this address the term carcinoma, or 
cancer, will be used strictly to signify malignant 
tumours arising in pre-existing gland tissue; and 
some observations will be made on carcinoma aris¬ 
ing on surfaces covered with squamous epithelium. 

The most striking feature of cancer, as distin¬ 
guished from other tumours, is the fact that it is 
not circumscribed. When examined clinically it is 
rarely possible to define the limits between the 
tumour and the surrounding tissues, and this 
indefiniteness is more obvious when, in the course 
of an operation, the surgeon cuts into it; but what 
is more significant, when the periphery of a cancer 
is subjected to microscopic scrutiny, the searching 
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eye of a competent pathological histologist Is un¬ 
able to discern with accuracy the limitation of the 
cancerous territory. 

This illimitation of cancer constitutes one of 
the greatest difficulties in dealing with it surgically, 
for it is clear, if with the aid of a microscope there 
is difficulty in defining its limits, how uncertain the 
surgeon must be in determining its 1 extent with 
only fingers and eyes to guide him during an opera¬ 
tion. This has led to the practice in recent years 
of complete extirpation, whenever possible, of can¬ 
cerous organs. Although a cancer is, for a time, 
limited to the gland in which it arises, we have no 
means for distinguishing, with any reasonable cer¬ 
tainty, when the individual comes under observa¬ 
tion, that the cancer is limited to the gland, for 
its outrunners quickly involve surrounding struc¬ 
tures, whether skin, fat, mucous membrane, 
muscle, or bone. When adjacent parts are infil¬ 
trated in this way, it is convenient to describe them 
as being implicated in the cancer. This implica¬ 
tion of organs is a grave feature, and a common 
cause of death, and it is often a bar to operative 
intervention. 

The Free surfaces of our bodies, whether skin 
or mucous membrane, are rich in lymphatics, and 
as the secreting glands are primarily derived from 
these surfaces, it naturally comes about that they 
are in free communication with the lymphatics and 
lymph-glands. It follows that the lymphatics in¬ 
volved in the cancerous material convey the cancer 
elements to the associated lymph-glands, and these 
may become so surcharged as to burst their cap¬ 
sules. Lymph-glands enlarged in this way some¬ 
times form very large masses, and it is not un¬ 
common to find a primary carcinoma with a 
diameter of two centimetres, associated with a 
collection of lymph-glands as big as a fist. Lymph- 
gland infection varies in rapidity and degree; great 
differences occur not only in regard to cancer of 
particular organs, but also in relation to the same 
organ in different individuals. Occasionally 
lymphatic channels are so stuffed with cancerous 
material that they may be dissected from the 
connective tissue and traced to the lymph-gland. 
The extent to which lymphatic infection has 
occurred is a matter which cannot be accurately 
defined in a given case of carcinoma, and this adds 
an additional factor of uncertainty in estimating 
the results and value of surgical procedure. 


It is a rough rule in teaching the principles of 
surgery, to state that carcinoma invades the 
lymphatics, and sarcoma spreads into veins; as a 
matter of fact, cancers also extend into venules, 
and this is a very common channel by which they 
disseminate, and it is not difficult to demonstrate 
venules leading from a primary cancer stuffed with 
cancerous material, and my observations convince 
me that the wide variations observed in the distri¬ 
bution of the secondary nodules depends in a great 
measure on the extent to which the veins are in¬ 
volved, and act as reservoirs of cancer-emboli. 

There is one feature in the distribution of 
cancer-emboli which in my early studies was not 
clear to me. Emboli in the systemic circulation 
are arrested in the pulmonary capillaries, and those 
arising in the territory of the portal circulation 
lodge in the liver. This is true in regard to the 
migratory fragments from venules stuffed with out¬ 
runners from cancers and sarcomata. A sarcoma 
of the kidney studs the lungs with secondary 
nodules, whereas a carcinoma of the rectum 
deforms the liver with large deposits. 

A careful examination of a lung beset with 
secondary cancer-nodules will enable the observer 
to satisfy himself that some of the small nodules 
lie in capillaries, but the larger ones burst these 
bounds and extend into the surrounding tissues. 
These nodules occasionally attain large dimen¬ 
sions and, in turn, like the primary tumour, 
involve the neighbouring vessels, and furnish 
potential embolic material; in this instance the 
emboli are discharged into pulmonary veins, and 
find their way into the systemic circulation for 
general corporeal distribution. Of course this is 
in addition to the cancerous material which finds 
its way into the circulation by way of the thoracic 
or the right lymphatic duct. 

The vitality and power of independent growth 
possessed by minute detached portions of carci¬ 
noma is very remarkable. These minute epithelial 
emigrants not only live and grow, but they repro¬ 
duce the peculiarity of the primary cancer. It is 
astonishing to find a secondary cancerous deposit 
in the humerus with. all the characters of the 
glands of the rectum; a multitude of secondary 
nodules in the skin with the structural features of 
gastric glands; nodules in the lungs exactly repro¬ 
ducing that peculiar form of hepatic carcinoma 
which arises in the biliary ducts; the familiar 
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closed follicles of the thyroid gland reproduced in 
the body or spinous process of a vertebra; nodules 
resembling the structure of mammary carcinoma 
in the ovary, brain, or choroid coat of the eye; 
and a mass growing from the frontal bone with all 
the characters of the prostate gland, secondary to 
cancer of that organ. It is one of the great 
triumphs of pathological histology that it has 
demonstrated that carcinoma takes its type of 
epithelium from the secreting gland in which it 
arises. 

This power of independent growth possessed by 
the epithelium of cancer is a very dangerous fea¬ 
ture, and does not always need blood-vessels for 
its manifestation. It sometimes happens that an 
abdominal viscus is attacked by cancer, and a 
small outgrowth makes its way through the peri¬ 
toneal covering and bursts, and sheds its cells into 
the general peritoneal cavity ; these are distributed 
by the peritoneal fluid and the movements of the 
bowels, and in a few weeks the whole of the serous 
membrane will be dotted with hundreds, and some¬ 
times thousands, of nodules, each reproducing the 
type of the parent tumour. This mode of epi¬ 
thelial infection of the peritoneum I have found in 
cancer of the gall-bladder, ovary, and especially in 
cancer of the body of the uterus; no form of dis¬ 
semination gives rise to such innumerable second¬ 
ary nodules as this, nor demonstrates in a more 
remarkable way the power of epithelium to engraft 
itself, to live, and to grow. 

It has long been known that normal cutaneous 
epithelium, when accidentally engrafted into the 
subcutaneous tissue, the cornea, or iris, will live 
and grow, and it has been demonstrated beyond 
all cavil that when women have been ovarioto- 
mised, especially in cases of large ovarian adeno¬ 
mata, tumours have in some instances suddenly 
grown in the abdominal cicatrix; these, on micro¬ 
scopic examination, have displayed cysts furnished 
with the regular large mucin-bearing cells so 
characteristic of the ovarian adenoma. As these 
tumours have been unassociated with any recur¬ 
rence in the pelvis, or secondary nodules in the 
peritoneum or the viscera, the conclusion is irre¬ 
sistible that they w r ere due to infection of the edges 
of the abdominal incision in the course of the 
ovariotomy. These cases are very profoundly 
interesting to me, because they illustrate what 
often happens in the course of an operation for the 


removal of cancer, and it is this local soiling of the 
w r ound with minute cancerous particles that con¬ 
stitutes the accident w T hich may be called cancer- 
infection. 

A careful study of the clinical aspects of cancer, 
as well as the most critical inquiry in the post¬ 
mortem room, has convinced many that cancer 
exhibits peculiarities in regard to mode of growth, 
infection of lymph-glands, dissemination, and the 
way it destroys life, according to the gland in which 
it arises. Even this only partly expresses the real 
truth, for the course of carcinoma of the same 
gland is not only widely modified by age and con¬ 
stitution, but the same disease in tw r o patients, 
apparently alike in age and environment, will pro¬ 
gress so differently that no surgeon can predict 
with any reasonable certainty the expectancy of 
life, result of operation, liability to dissemination, 
or the chances of recurrence. Therefore in de¬ 
ciding whether it will be to the patient’s advantage 
to have a cancerous organ extirpated, the surgeon 
is guided by the known peculiarities of the parti¬ 
cular organ affected, the extent to which the adja¬ 
cent tissues are implicated, the degree to which 
the associated lymph-glands are infected, and the 
absence of signs indicating dissemination. In 
spite of every care, the operation is occasionally 
follow'ed by such rapid local recurrence, that the 
course of the disease is accelerated rather than 
retarded. Extensive local recurrences of this kind 
I have studied with great care in connection with 
the mammary gland, the tongue, and the uterus, 
and it will be convenient to study each separately. 

The mamma .—It is now clearly established that 
local recurrence after removal of a cancerous 
breast is due to two causes, namely, incomplete 
removal and cancer-infection. In respect to im¬ 
perfect operations, Sir Benjamin Brodie, many 
years ago, w'rote in regard to the removal of the 
whole breast:—“You may imagine this is a very 
easy thing to be done, but it is not so easy in 
reality; for in amputating the breast you will be 
very apt, in a thin person, if you are not very care¬ 
ful, to leave small slices of the gland of the breast 
adherent to the skin, and I have no doubt that the 
part or parts thus left behind in some cases have 
formed the nidus of future disease.” We now 
know r this is perfectly true. I have in several 
instances carefully examined microscopically small 
recurrent nodules, and found them associated with 
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small fragments of gland tissue. A more serious 
form of recurrence is due to insufficient removal of 
the overlying skin; in this event, after the wound 
has healed, the skin around the cicatrix is 
often slowly converted into a hard, brawny plaque. 

Occasionally the surgeon removes a cancerous 
breast, takes every care to keep wide of the tumour 
in making the skin incision, dissects out the gland 
tissue, removes the major and minor pectorals, 
4 and clears the lymph-glands, with the surrounding 
fat, from the axilla. He closes the wounds, and 
congratulates himself on the completeness of the 
operation. Occasionally his industry is rewarded, 
but now and then these extensive enterprises are 
followed by rapid and wide recurrences, which 
often take the form of infiltration of the skin raised 
in the operation, and the underlying chest wall. 
This dire result is due to the distribution of cancer 
cells in the course of the operation; in short, to 
cancer-infection. This mode of infection is some¬ 
times announced along the edges of the cicatrix, 
many of the holes made by the needles in the 
suture of the flaps are indicated by nodules which 
are due to infection of the skin. 

I have already referred to the fact that the 
lymphatic channels running from a cancerous 
mammary gland are sometimes so stuffed with 
cancerous elements, that they may be easily dis¬ 
sected with the naked eye from the connective 
tissue of the axilla. It is clear that if these chan¬ 
nels are divided, the cell-contents are sown broad¬ 
cast and infect the “ field of operation.” 

In years gone by I used to watch my colleague, 
the late Mr. J. W. Hulke (who was the most astute 
surgeon with whom it has been m}* lot to work). 
When removing a cancerous breast, he would care¬ 
fully detach it from the surrounding tissues, leav¬ 
ing only the axillary process; this he would care¬ 
fully follow into the axilla, and remove mamma, 
lymphatics, and the lymph-glands in one con¬ 
tinuous piece. This is a very useful method, as it 
avoids division of the lymphatics, and, therefore, 
one source of cancer-infection. This method of 
removing the axillary fat and lymph-glands has 
much to commend it over the usual practice of 
enucleating the glands, one or two at a time, with 
the finger and thumb. It has fallen to my lot in 
examining recurrences in individuals whose axillae 
have been cleared in this way, to find the armpit 
occupied by a hard, indurated mass, and I believe 


this is due to cancer-infection of the axillary folds, 
in consequence of the diffusion of the cancer- 
elements due to cutting of the lymphatic channels 
and the squeezing of enlarged and cancerous 
lymph-glands. It is certain that tuberculous pus 
is often distributed over a wound in this way by 
clumsy operators, and Mr. George Morgan, of 
Brighton, has recently very strongly emphasised 
the disadvantage of squeezing tuberculous glands 
during their removal, as it tends to force the tuber¬ 
culous material into the efferent channels of the 
lymph-gland. He attributes the quick relapses 
which are sometimes seen after the excision of 
glands to this cause. In regard to cancerous 
lymph-glands, I feel satisfied that this sometimes 
happens, and a careful dissection of the lymph- 
glands, with their lymph channels and surrounding 
fat, is better for the future safety of the patient 
than to rudely pull out the glands one by one. 

For a long time I have been particularly careful 
in clearing out the axilla when extirpating the 
mamma for carcinoma, to treat the adipose tissue 
with its lymphatics and embedded lymph-glands 
as if they were one organ, and dissect these tissues 
from the chest wail with great care. The remote 
consequences of this proceeding have been very 
gratifying. 

Cancer of the tongue .—I have never had such 
unpleasant and depressing feelings in regard to 
operations for malignant disease of any kind as 
after some cases of excision of the tongue for carci¬ 
noma. The distinguishing pathological feature of 
this disease is the rapid and extensive manner in 
which the lymph-glands are infected, dissemination 
being unusual. Some ten years ago I decided to 
try the effect of the following mode of operating. 
I carefully opened up the submaxillary region by 
a free cut parallel with the body of the mandible, 
and then removed the submaxillar}*, salivary, and 
lymph-glands; then I ligatured the lingual artery, 
and sometimes the facial; occasionally the two 
vessels come from the external carotid as a single 
vessel, in this case I always ligature the single stem. 
This cuts off the blood supply of the anterior two 
thirds of the tongue on the corresponding side. In 
cases requiring removal of the whole of the an¬ 
terior half of the tongue, the lingual and facial 
arteries are ligatured on both sides; in some 
advanced cases it is necessary to secure both ex¬ 
ternal carotid arteries. The blood supply thus 
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controlled, the removal of the tongue becomes 
practically bloodless. I have never had any diffi¬ 
culty with this operation, which I have performed 
twenty-three times without a death. The recovery 
from the operation is remarkably quick, the patient, 
as a rule, leaves the bed in five days. But you 
may imagine my dismay to find ihat some of my 
most complete operations have been followed by 
the most rapid, extensive, and inoperable recur¬ 
rences I have ever met with, and this recurrent 
disease has proved more rapidly fatal than any 
example of lingual epithelioma which I have wit¬ 
nessed which has been allowed to run a natural 
course. 

The explanation which I offer is this: In clear¬ 
ing out the submaxillary regions, the minute 
channels (lymphatics) by which the carcinoma 
communicates with the lymph-glands are freely 
divided, and such cancer elements as they may con¬ 
tain are let loose to engraft themselves on the 
freshened surfaces of the muscles in the sub¬ 
maxillary triangle. Here they grow and infiltrate 
the muscles and overlying skin, converting the 
tissues into a hard, cancerous mass. 

Cancer of the uterus .—There is no organ in the 
body which exemplifies in such a striking manner 
the statement already made in this address, that 
carcinoma runs a different course according to the 
gland in which it arises, more than the uterus. It 
is a remarkable fact that cancer of the cervical 
endometrium, and cancer of the endometrium 
proper (or, as it is more commonly termed, cancer 
of the body of the uterus), not only differ histolo¬ 
gically, but exhibit great clinical differences, and 
what is very important for our present purpose, 
the remote operative results stand in extraordinary 
contrast. 

Cancer occurs more frequently in the cervical 
than in the corporeal endometrium in the propor¬ 
tion of ten to one, according to my later observa¬ 
tions. In my early years of work I estimated the 
proportion as high as twenty to one, but, since de¬ 
voting my attention very closely to this question, 
it has become clear to me that many conditions 
formerly classed as villous and senile endometritis 
and malignant adenomata are true carcinomata. 
Greater attention to pathological histology has 
done much to simplify matters connected with the 
surgery of the uterus. It is also a well-attested 
fact that carcinoma of the cervix arises almost 


exclusively in parous women. I have only met 
wdth one exception in a series of five hundred 
observations. On the other hand, cancer of the 
body of the uterus is almost confined to sterile 
women, and particularly aged spinsters. To this 
I have not yet met an exception, but my facts 
relating to it are not very abundant, and only 
amount to twenty careful investigations. 

It is in relation with the operative results that I 
particularly wish to compare these two varieties of 
carcinoma. It is a melancholy fact that cancer of 
the cervix is extremely common, yet operative 
interference can only be carried out in a very small 
proportion of the cases with any prospect of 
success. So small _is this proportion that in my 
practice it works out at only 1 o per cent. The chief 
reason being this: As soon as the disease over¬ 
runs the cervix, the proximity of the bladder, 
ureters, and rectum renders a wide removal of 
the implicated tissues impracticable. It wai 
thought that the practice now prevalent of com¬ 
plete removal of the uterus for cancer of the cervix 
would improve the remote results; but in this we 
are sadly disappointed, and it is important to em¬ 
phasise the fact that some of the most thorough 
and complete vaginal hysterectomies have been 
followed by the most rapid and extensive recur¬ 
rences. This is due, in my opinion, to the same 
cause as the extensive recurrences which I men¬ 
tioned as following very free surgical operations on 
the breast and submaxillary region, namely, cancer- 
infection of the tissues injured in the course of 
the operation. Look at vaginal hysterectomy for 
cancer from any point of view, and the results can 
only be regarded as depressing. The operation- 
mortality is trifling, 5 per cent.; the rate of re¬ 
currence heavy, about 60 per cent within the 
first six months; the average duration of life after 
operation eighteen months, my longest survival 
being four years. These results are better than 
some which have been reported. Indeed, the gene¬ 
ral remote results of hysterectomy for cancer of 
the cervix are so unsatisfactory that the operation 
is likely to be abandoned, save in very exceptional 
circumstances. 

In cancer of the body of the uterus the outlook 
is, fortunately, brighter. In my early operations I 
performed vaginal hysterectomy for this disease, 
until an example of cancer-infection occurred in 
my practice which is worth describing. 
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A spinster, fifty-two years of age, complained of 
frequently recurring haemorrhage, and, as men¬ 
struation had ceased five years previously, she be¬ 
came alarmed. The patient was advised to submit 
to dilatation of the uterus for diagnostic purposes, 
and if it should be found that the trouble de¬ 
pended on cancer of the uterus, permission should 
be accorded to remove the uterus. Unfortunately, 
the uterine cavity was found to be full of cancerous 
material, and I performed hysterectomy. The 
patient made a slower recovery than usual, and in 
the course of six weeks went to the seaside. Four 
months after the operation a large swelling occu¬ 
pied the hypogastric region, and so exactly re¬ 
sembled an over-distended bladder that I passed 
a catheter under that impression. Thinking it 
might be an abscess, I carefully introduced the 
blade of a narrow knife, and found the mass to be 
quite solid. Nothing could be done, and at the 
end of four weeks the patient died. At the 
autopsy the pelvic cavity was occupied by a large 
mass of recurrent cancer, implicating bladder, 
rectum, caecum, and adjacent coils of small intes¬ 
tines, forming a mass as large as the uterus at the 
fourth month of pregnancy. This condition of 
things I attribute to cancer-infection of the pelvic 
peritoneum in the course of the operation. For 
many years I have devoted great'attention to the 
later stages of uterine cancer, my long connection 
with the Middlesex Hospital affording me unusual 
opportunity in this direction, but no example of 
such an extraordinary mass of carcinoma has ever 
come under my notice in connection Vith uterine 
cancer, either of the cervical or corporeal endome¬ 
trium, when the disease has run a natural course. 

The result of this case has induced me to resort 
exclusively to abdominal hysterectomy in the treat¬ 
ment of carcinoma of the corporeal endometrium, 
and the immediate results are very good. I have 
patients under observation who have remained in 
excellent health four years after the operation. 
Thus, the results of adequate surgical interference 
in this form of cancer are more encouraging than 
when the disease attacks the cervix. 

In conclusion, the chief fact which I wish to 
bring out in this address is that, in a certain pro¬ 
portion of cases in which extensive operations are 
performed, in the full hope of eradicating the 
cancer, the damage inflicted on surrounding tissues 
really makes them receptive for the carcinomatous 


particles which may be scattered over their 
wounded surfaces from cut lymphatics, crushed 
lymph-glands, and venules stuffed with cancerous 
material. “To know the enemy is half the 
battle,” and if we keep our minds alive to the 
liability of damaged tissues to be infected with 
cancer in the course of an operation, it should in¬ 
duce us to keep wide of the disease, and to avoid 
fouling the wound by unnecessarily dividing the 
primary' tumour or cutting the lymph channels. 


INTUBATION. 

From Pye’s ‘Surgical Handicraft/ 4th edition. 

Intubation has this great advantage ovei 
tracheotomy, that parents will often give permis¬ 
sion for its performance while forbidding tracheo¬ 
tomy. It is, indeed, hardly necessary to obtain 
permission for what is really not a surgical opera¬ 
tion. The rapidity of its performance, the absence 
of risk from haemorrhage, and from the giving of 
an anaesthetic, are also in its favour. The diffi¬ 
culties and dangers, which must not be forgotten, 
are: (1) the difficulty of the operation. Consider¬ 
able practice is required to insert and extract the 
tube, and it is most desirable to practise on the 
cadaver before resorting to it; (2) the tube, in its 
insertion, may push membrane before it and so 
block the trachea. Should this happen, and if 
the membrane cannot be extracted with forceps, 
tracheotomy must be done; (3) the tube itself may 
become blocked. In this case the tube will pro¬ 
bably be expelled, and if this occurs before the 
tube can be dispensed with, the choice lies between 
its reintroduction and tracheotomy; (4) the diffi¬ 
culty of feeding. As the head of the tube inter¬ 
feres with the movements of the epiglottis, liquid 
foot! is apt to pass into the trachea and lungs and 
cause pneumonia. Recent improvements in the 
shape of the tube have, to a certain extent, lessened 
the chance of this occurring; but liquids must be 
given in small quantities, and attention paid to 
the position of the patient, who should be lying 
down with the head thrown well back when being 
fed. 

The fourth edition of Pye’s ‘ Surgical Handi¬ 
craft/ * revised and edited by Dr. Bertram Rogers, 
is now published by Messrs. John Wright and Co., 
of Bristol, eight years since the appearance of the 
third edition. This lapse of time has rendered 
necessary considerable alterations and additions, 
and the Manual has been well brought up to date. 


* Pye’s ‘Surgical Handicraft: a Manual of Surgical 
Manipulations, Minor Sureery, and other matters con¬ 
nected with the Work of House Surgeons and Surgical 
Dressers.’ With 264 Illustrations on wood. Fourth 
edition. Revised and edited by Bertram M. H. Rogers, 
B.A., M.D., B.Ch.Oxon. Bristol: John Wright & Co. 
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A CLINICAL DEMONSTRATION OF 
CASES OF CHOREA, 

At the Hospital for Sick Children, Great Ormond Street, 

By F. G. PENROSE, M.D., F.R.C.P., 
Physician to the Hospital and to St. George s Hospital. 


Ladies and Gentlemen, —Having only recently 
resumed my duties in the wards, I was not certain 
what material there might be in them suitable for 
lecture purposes, therefore I was obliged to 
announce that my demonstration would be given 
on selected cases. Now it is pretty safe at this 
time of the year to assume that in such a hospital 
as this there will be a fair number of cases of 
chorea, and I propose to base my remarks upon 
the cases of this condition which are here for our 
inspection. 

First, I should like to touch upon the kind of 
feeling which has, I think, permeated this hospital, 
as it has elsewhere, I think, with reference to the 
connection between chorea and rheumatism. On 
this question there are two camps—many believe 
in such a causal connection, and others do not or 
did not. Fifteen years ago, when I began work 
here, there was a very decided doubt about the 
matter. The feeling among many at that time was 
that there was probably some connection between 
the two. At the present time I do not think I am 
going too far in saying that chorea is very largely 
a symptom of rheumatism. I believe that chorea 
may be taken to be as much a manifestation of the 
rheumatic condition as pain in the joints, nodules, 
or erythematous eruptions. There is another point 
also, namely, that we get a good many cases of 
chorea in which there is no other evidence of rheu¬ 
matism, in which there is no evidence of heart 
disease, nor any evidence of family history of the 
disease. But the disease is extremely likely to 
recur, and these choreic children are frequently 
brought back to us, and a large proportion of them 
on account of having developed rheumatism. 
Fifteen years ago the first thing we used to inquire 
for was the immediate predisposing cause, and at 
that time enormous stress was laid on the extreme 
importance of fright But at the present time, in 
reading over the histories of cases as now taken, 
much less notice appears to be taken of this point. 
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In 1888 the ‘ British Medical Journal’ pub¬ 
lished the results of a British medical collective 
investigation as to the incidence of rheumatism, 
and about the same time there was an independent 
investigation as to the incidence of chorea in the 
British Isles. When the papers came to be com¬ 
pared, these very important facts were arrived at: 
first, that rheumatic fever was on the whole a 
town disease rather than a country disease, taking 
broad areas; and, secondly, that just where rheu¬ 
matism w’as found most, so also was chorea found 
most It practically amounted to this: that 
chorea turns up in greatest force and is found 
most frequently at the places where rheumatic 
fever is most common. Here in London it is one 
of the commonest diseases we meet with; indeed, 
we are never without it. 

So much for the aetiology. The children may 
or may not have been frightened or disturbed. 
That is a point which is often brought forward by 
the parents. In ail illnesses there is a very natural 
tendency to assign a cause for it. So a cause is 
found, but we know in our work that to ascertain 
the cause is often much more difficult than many 
people think. 

Then as to the sequence. I will assume for 
the present purpose that chorea is, as I have said, 
a manifestation of the rheumatic state, or one of 
the manifestations of it. But at the same time I 
must acknowledge we do get a considerable 
number of cases here in which no evidence of 
rheumatism can be established; there is no family 
history of rheumatism, and at the time of the 
admission of the child the parents could give no 
history of the disease in the child. That is not so 
very wonderful when you come to think how 
slight some of the manifestations of rheumatism in 
childhood are. In adults it is accompanied by 
high fever, generally great pain in the joints, and 
there is a tremendous feverish upset altogether. 
Now although children are really hit by the 
disease just as hard as are adults, the. evidence 
comes out in rather different ways, and does not 
become so obtrusive as to attract the attention of 
those who have charge of the children. We have 
children here whose parents give no history of 
rheumatism, but whose joints are sometimes 
slightly red, and generally there is some pain and 
tenderness. Moreover, it is common, if you push 
the question, to hear that they have had “ growing 
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pains quite evidence enough for our purpose, 
but evidence for which you have to search. 

The next thing is that I think the hearts of such 
children undoubtedly get more easily attacked than 
those of adults, and they show other manifestations 
more readily than grown-up people. There are 
rheumatic nodules which, although not confined to 
children, are very common in them, and decidedly 
uncommon in adults. My experience also has been 
that the rheumatic erythemata are more frequently 
found in children than in adults, though in the 
latter they are not unknown. 

Then rheumatic tonsillitis is a real complication 
of rheumatism in both adults and children. To 
trace and establish the direct connection is perhaps 
a difficult matter, but rheumatic children very com¬ 
monly have sore throat. Certainly we do get a 
manifestation of chorea in a large proportion of 
the rheumatic cases in children. 

There are other elements which come into the 
question, and one of the most important is the 
relation of the manifestation of the disease to sex. 
Babies, as a rule, very rarely show any signs of 
chorea. I have seen chorea in a little child of 
three and a half, and that child had pericarditis 
and endocarditis, as well as other manifestations of 
rheumatism. Chorea does not begin as a rule 
before the fifth year. Up to about the eleventh 
year the proportion between the. two sexes is 
fairly constant and even. But as soon as we get 
beyond that period of life—that is to say, when the 
female child is passing into the girl—and all 
through the period of puberty, girls suffer far more 
frequently than boys do, the proportion being 
about three girls to one boy. It is, therefore, 
quite evident that there is some predisposing 
element in the female which is less operative in 
the male. It has been supposed that at the grow¬ 
ing period the whole female organism is in a 
greater state of unstable equilibrium than that of 
the boy and, that being so, the incidence of the 
chorea on the rapidly changing nerve tissue 
elements of the female is much more liable to 
become manifest in the girl than in the boy. How¬ 
ever, I do not think that point is proven, the only 
fact we have to go upon is the numerical majority. 
Beyond that period—that is to say, as the patient 
grows up—chorea becomes very rare in adult life. 
A few female cases persist, but practically none 
originate after maturity. Adult females sometimes 


get attacks in parturition, or during the period of 
gestation, but such people have always been the 
subjects of the disease in early life. Then, the 
books state that a certain number of the subjects 
of chorea are those emanating from a neurotic 
stock. All I can say about that is, that the cases 
we have here seem to show that to be extremely 
rare. Now the symptoms of the disease are 
extremely interesting. We may divide them very 
decidedly into two groups: (i) those in which 
there is evidence of motor disturbance; and (2) 
those in which there is evidence of mental disturb¬ 
ance. I have not much to say about the mental 
disturbance, except that in the majority of cases 
there are mental storms. I think the old popular 
saying about children laughing or crying on the 
wrong side of their face must have had origin in 
a choreic family; it is a most apt illustration of 
what these children do. Directly you go to such 
children they laugh immoderately or they cry, and 
even when they laugh they immediately change to 
crying. It is quite the rule rather than the excep¬ 
tion, for emotional loss of control to occur. 

As regards the motor evidences we are able to 
notice one or two things. The amount of motor 
disturbance may vary greatly. There may be the 
merest twitching, hardly more than a fidget; or, 
on the other hand, the movements may be of the 
wildest character; or, again, the disturbance may 
be so severe that there are no movements at all. 
The movements themselves may be divided again 
into three separate groups. There is the actual 
amount of disordered movement which I have 
mentioned; there is an amount of loss of co¬ 
ordination ; and, thirdly, what is really part of the 
first, namely, the amount of paralysis present. 
These all vary in each individual case. In very 
violent cases it is quite common for the patients 
to become at the end almost paralytic, and then, 
of course, it is impossible to estimate the amount 
of inco-ordination. But one may find, where 
there is only apparently little movement, that with 
the loss of power inco-ordination is extreme; or 
there may be violent movements and yet consider¬ 
able power of co-ordination may still exist. Prac¬ 
tically, any voluntary muscles of the body may be 
affected, and there is no doubt that the most 
mobile muscles are those chiefly affected. But 
there is apparently one exception, namely, the 
oculo-motor muscles, which are perhaps some of 
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the most constantly used of any voluntary muscles, 
but which are not, I think, quite so readily affected 
as some others, such as hand, face, or tongue 
muscles. There is some question as to whether 
the involuntary muscles can be affected or not. 
One or two observers have recorded that in chorea 
they have seen the pupil contract and dilate with¬ 
out any obvious cause for it, but I have never been 
able to make that observation myself, and I think 
it must be at least very uncommon. Probably 
there is a certain amount, of disturbance of some 
of the involuntary muscles, because in some of the 
acute slight cases, where there is no evidence what¬ 
ever of any cardiac valvular lesion, it is not un¬ 
common for that organ to beat very irregularly, so 
much so that this condition of irregularity with¬ 
out audible murmur has been alluded to as “ the 
choreic ” heart. There is one thing to remember, 
namely, that except in the rarest cases the move¬ 
ments stop during sleep. 

As we know nothing of the pathology, there is 
really nothing to say about it. Owing to some 
experimental work on chorea, it was at one time 
thought that it was a condition of embolism of the 
finer vessels of the cerebrum. We have no 
evidence in favour of that whatever. Until we 
know what the rheumatic poison is we shall 
probably not progress much in our knowledge of 
what is the cause of chorea. 

In the absence of exact pathological knowledge, 
any treatment must be empirical. Excepting in 
whooping-cough, there is no illness in this country 
in which drugs have proved more useless. How¬ 
ever drugs are not the whole of treatment, for 
you know that there is a great deal to be done 
towards cure in other ways. The first and most 
important point is to keep the patient quiet. If 
these children stay at home, and get teased by 
other children, and scolded for dropping the tea¬ 
cup and other things, they do not improve, but 
definitely get worse. But when we get them here 
and keep them quiet, though they may take a long 
time over it, in the great majority of cases they 
certainly improve. Therefore I believe absolute 
rest in bed is the main essential of treatment. 
From that I think it is obvious that they should 
be regularly fed and warmly clothed. Of course, 
the food will be regulated to the fact that they 
are spending their time lying in bed, but they 
should be by no means starved. You will follow 


your own lines of treatment with regard to stimu¬ 
lants and so on. 

One must, of course, refer to the question of 
drugs in speaking of treatment. I know practi¬ 
cally nothing favourable of any except perhaps 
one, and that is the one which is most commonly 
used and accepted, namely, arsenic. My prac¬ 
tice is to put children directly they come into the 
hospital on large doses of liquor arsenical is, ten, 
or perhaps even fifteen minims, three times a day, 
after food, and watch them carefully during a 
week’s trial of this treatment. If no untoward 
symptoms come on, such as dislike of food, itching 
of the eyes, white tongue, pain at the epigastrium, 
albuminuria, or other evidence of arsenical over¬ 
dosing, I keep on with heavy doses for about a 
week. If the patients are very decidedly improved, 
I then go on with the arsenic until either they 
begin to show the slightest manifestations that it 
has been pushed far enough, or until the chorea 
is much better. If at the end of a week these 
doses appear to have done no good at all, I dis¬ 
continue them and trust entirely to rest In the 
great majority of cases I do not think it is much 
use, but in a few instances I think the patients 
have quieted down exceptionally quickly and ex¬ 
ceptionally well when they have been treated in 
this way. Though we are trying every new drug 
and line of treatment as it comes out, I have had 
no success with any other drug at all. The 
following suggestion is often made: “If you think 
chorea has so much to do with rheumatism, or 
rheumatism with chorea, do you not find salicylates 
of any use ? ” All I can say is that it has not been 
my experience that benefit has followed them. I 
have tried salicylic acid and salicylate of soda, the 
latter occasionally in very big doses; although by 
that means I have succeeded in giving children bad 
headaches, I have never seen any diminution of 
the choreic movements, or any quieting down of 
the emotional storms at all. 

As the children get better, from lying quietly, 
they go into two sorts of conditions. If there is 
distinct rheumatism present they very often simply 
quiesce for a time, and then break out again. On 
the other hand they may get perfectly well, and a 
further attack may only get started by some fresh 
emotional disturbance, or by a school examination, 
or something similar. But the tendency is cer¬ 
tainly for the condition to recur; children who 
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have been choreic once are very likely to become 
so again. It has been found as a matter of 
experience, that if a child has remained absolutely 
free from an attack of chorea for two years, and 
has no marked evidence of rheumatism, he or she 
may be said to be tolerably free; but you can never 
be very hopeful until the patients have grown up, 
that is to say, the girls; naturally one is more 
hopeful of boys. Children with rheumatic taint 
admitted here for chorea come and stay here for 
a month or six weeks, at the end of which time the 
chorea gets fairly or quite quiet After a time, 
however, there is a relapse, and so there are 
periods of exacerbation with more or less length¬ 
ened periods of quiescence. 

I will show you some cases illustrative of what 
I have been saying. 

Here is a girl aged eight and a half years. This 
is her first attack, and the following history is 
given. She has been ailing for one month, but 
the movements were first noticed on September 
18th. There was no other illness. There is no 
family history of either chorea or rheumatism. 
The hygiene of her home is good, and there is no 
history of fright She has a musical systolic 
murmur. The movements in this case are very 
active. Perhaps you noticed when approaching 
the bed that there was a sipping or kissing sound 
made with the lips, which is almost characteristic 
of chorea. Now she is having a violent emotional 
storm, in the shape of hysterical crying. On get¬ 
ting her to hold up her arms, you soon see shown 
the weakness of the extensors of the wrist. The 
co-ordinating movement is better in her left arm 
than in her right At the present moment the legs 
are still. Almost any voluntary muscle in the 
body may be affected. It is common for one side 
of the body to be more affected than the other, 
but you very rarely find a true case of hemichorea. 
If the movements are absolutely confined to one 
side of the body the case probably comes into a 
different category altogether. On the other hand, 
you may get very marked and very excessive move¬ 
ments on one side of the body and only com¬ 
paratively small movements on the other. 

The next patient is a little girl, nine and a half 
years of age. This is her first attack of chorea. 
The movements were first noticed a month ago. 
There was no history of fright, nor of rheumatic 
fever, and the hygiene was good. The movements 
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are very violent. Speech is scarcely affected. 
There are no articulation troubles, and no nodules. 
The first sound of the apex of the heart is not 
clear. The movements of the hands are less 
noticeable than in the last case. In her case the 
right arm is the one which gives way first when the 
arms are held over the head. There is one prac¬ 
tical point about the knee-jerks which is interest¬ 
ing, namely, instead of the leg dropping back 
immediately after the response to tapping the 
patellar tendon, the quadriceps contracts unduly, 
and keeps the leg extended longer than normal. 
This child has a little more movement on the right 
side than on the left. You will notice that we have 
had no emotional storm with this patient. 

The next patient, a girl, is in her second attack 
of chorea. She is reported to have been quite 
well until June, 1899, since which time the choreic 
movements have been gradually increasing. She 
is said to have had whooping-cough as a baby, 
diphtheria when four years of age, and scarlet 
fever at four and a half. In her first attack of 
chorea, two years ago, she was in the hospital. She 
is a well-nourished girl; her choreic movements 
are pronounced, but her speech is very little 
affected. The heart sounds are normal; there are 
no nodules. The oldest child in the family had 
chorea at nine years of age, but there has been no 
return since. In this case the prolongation of the 
knee-jerk is very well seen. She has been in the 
hospital three weeks, and that has resulted in the 
condition quieting down definitely. She has had 
no arsenic, because the case promised so well. 

The next child’s age is five years and eleven 
months, and she is in her third attack. During 
the last three weeks the movements have been 
gradually getting worse. There is a history of a 
fit before the first attack. She had pneumonia 
before she was three years of age, and chicken- 
pox and measles when three years old. She had 
chorea again at Christmas, 1898. As to the 
family history, there is no evidence of either rheu¬ 
matism or chorea in the family. There is a soft, 
systolic, apical murmur. She had pericarditis 
during her second attack, but there is no trace of 
it remaining now. She was in this hospital for 
all three attacks, and it was during the second 
attack that she developed the pericarditis. The 
co-ordination is good, and the knee-jerks pro¬ 
longed. This child has had no arsenic, neither 
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have the others with the exception of the first one, 
who has been on arsenic for a short time, but as 
she does not improve on it, it will be discontinued 
from to-day. 

Hydrotherapy.— Jacobi writes: “Under the 
influence of a cold bath, both temperature and 
heart beats diminish (in typhoid fever), arterial 
pressure increases, and the intellect becomes clear; 
it has a peculiarly favourable influence on the 
infant and child.” 

A. Baginsky refers to hydriatic measures in 
pneumonia as follows: “ The chief aim is to 
moderate fever and maintain strength. Both indi¬ 
cations are well fulfilled by cold compresses around 
the thorax. When properly employed, under 
appropriate conditions, especially with regard to 
cardiac fever, they may be life-saving, and they 
are to be decidedly preferred to antipyretics.” 

Prof. Hutinel, of the Paris Hospital for Chil¬ 
dren, writes : “ The cold bath not only diminishes 
temperature; it enhances the various secretions, 
increases arterial pressure, and sustains the heart. 
Patients who have been bathed return to life. In 
my experience, the cold bath has never produced 
evil effects upon the lungs.” 

Of the use of hydriatic measures in malignant 
fevers, Prof. Fiirbringer writes that he has “seen 
apparently hopeless cases recover under them, and 
that this treatment affords decidedly better results 
than the medicinal.” 

Of the same measures in scarlatina, the Parisian 
pediatrist, Guinon, says: “ There are three great 
indications: to moderate fever, quiet nervous dis¬ 
turbance, and prevent and combat secondary in¬ 
fection. Antipyretics should be avoided. Hydro¬ 
therapy certainly provides more efficient means, 
and is easier to control.” And Prof. Juergensen 
claims that “ the toxic manifestations and elevated 
temperature (in scarlatina), can be successfully 
combated only by water.”—Dr. Baruch, Pedia¬ 
trics , January, 1900. 
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No. XXIX (concluded). 

With regard to the question of identification, I 
think I may just shortly mention the most im¬ 
portant case which has occurred with regard to 
identification, namely, the Tichborne case, in 
which the Tichborne estates were claimed by an 
impostor named Orton. This case occupied public 
attention for some seven years (1866-73), and pro¬ 
duced an excitement among all classes which, 
after studying the facts as they were unravelled by 
the acute mind of Sir Alexander Cockbum, the 
Lord Chief Justice, it is difficult to understand. 

The Tichbomes are an old Roman Catholic 
family, resident at Tichborne, near Arlesford in 
Hampshire, since the days of the Conquest. The 
estates at the time of the trial were said to be 
worth between ^£2 0,000 and ^30,000 per annum, 
so that the stake for which Orton played was not 
a small one. 

Roger Charles Tichborne, the son of Sir James 
Tichborne (tenth Baronet) and Henrietta Felicit6 
Seymour, was bom in Paris, where his parents 
were domiciled on 5th January, 1829. His 
maternal grandmother was French, and his mother 
was bom in France, and was essentially a French¬ 
woman. Roger, brought up amidst French sur¬ 
roundings by French nurses and tutors, was also 
mainly French, and spoke French fluently as his 
vernacular tongue. 

At the time of Roger’s birth the family estates 
were held by his uncle, Sir Henry Joseph (eighth 
Baronet), who had seven daughters and no son, 
and when the next heir (Sir Edward) lost his only 
son in 1835, it became evident that Roger was 
likely to succeed to the title and estates in course 
of time. It was necessary, therefore, to so shape 
his education and career that he should be able 
to fill the position of an English country gentle- 


In 1845 he was placed at Stonyhurst College, 
the well-known Roman Catholic school; and in 
1849, on leaving Stonyhurst, he obtained a com¬ 
mission in the 6th Dragoon Guards (Carbineers), 
and with this regiment he was stationed at Dublin 
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and other places in Ireland, and also at Canter¬ 
bury. 

While he was at Stonyhurst and in the Army, 
the family seat of Tichborne,—then occupied by 
Sir Edward (who had taken the surname of 
Doughty on succeeding to the Doughty estates),— 
was Roger Tichbome’s home, and Lady Doughty, 
his aunt, was motherly and good to him. 

Miss Kate Doughty, his first cousin, the only 
child of Sir Edward, proved attractive to Roger, 
who fell in love with her and wanted to marry her. 
Partly on the grounds of affinity, and partly be¬ 
cause she appeared to think that Roger was a little 
“ rackety,” Lady Doughty somewhat opposed the 
match, which made Roger rather rfiiserable; so 
that eventually he sold out of the Army and 
started for a long journey in South America. 

He travelled in a French ship, La Pauline, 
leaving Falmouth in March, 1853, and arrived at 
Valparaiso in June, 1853. 

On 30th June, 1853, he left Valparaiso for 
Santiago, where he arrived on 2nd July. He re¬ 
mained at Santiago only a day or two, when he 
returned to Valparaiso; but he returned without his 
servant (Moore), who was taken ill at Santiago and 
had to stop there. 

He sailed from Valparaiso on 27th July in La 
Pauline for Arica, arriving there on nth August. 
On 20th August he sailed from Arica to Lima, 
where he arrived on 23rd August, and where he 
engaged a new servant. He stopped some time in 
Peru, and did not return to Valparaiso until the 
20th December. 

He went from Valparaiso to Santiago, and left 
the latter place on nth January, 1854, and made 
his way from Santiago over the Pampas to Buenos 
Ayres, where he arrived on 23rd February, 1854. 

On 12th March he was in Monte Video. Then 
in April he is heard of in Rio de Janeiro, and on 
20th April, 1854, he embarked at Rio on a ship 
called the Bella, bound for Jamaica and New York. 

Four days later the long boat of the Bella, as 
well as other wreckage identified as belonging to 
her, was picked up at sea, and it is assumed that 
she foundered, and nothing has since been heard 
of Roger Tichborne. 

. Next let us turn to the facts which transpired at 
the trial with regard to Arthur Orton, with whom 
the claimant was ultimately identified. 

Arthur Orton, the youngest of the twelve chil 


dren of George Orton, a shipping butcher of 
High Street, Wapping, was born on 20th March, 
1834. His schooling was cut rather short by an 
attack of St. Vitus’s dance. He was employed in 
his father’s shop as a boy, and learnt butchering. 

In 1849 he was apprenticed to Captain Brooke, 
of the ship Ocean; and in June, 1849, arrived at 
Valparaiso in his ship. On 25th June he deserted, 
and took refuge in the villa of Melipilla, some 
miles south of Santiago, where he was befriended 
and kindly treated by the inhabitants, including 
the English doctor and his Spanish wife, a certain 
Don Pedro Castro, and others. Here he was 
known as Arthur Orton, and appeared to have 
been petted by the ladies, one of whom, a certain 
Donna Ahumada, cut a lock of his hair and kept 
it. He returned to England on nth Juiie, 1851, 
in the Jessie Miller; and on 29th November, 
1852, he sailed for Hobart Town as “butcher” 
on board the Middleton, Captain Storey. Among 
the crew were two men named Peebles and Owen 
David Lewis. From Hobart Town he moved to 
Gippsland, Victoria, and entered the employment 
of a Mr. Foster, at Boisdale, in December, 1856, 
and remained in his employ till January, 1859, at 
least. From this date the history of Arthur Orton 
is shadowy (i.e. the history admitted by the de¬ 
fence). In 1862, however, a certain “Thomas 
Castro,”—w T ho was none other than the Claimant 
under an assumed name,—becomes foreman to a 
butcher at Wagga Wagga, New South Wales, a 
place about equidistant from Sydney and Mel¬ 
bourne. Arthur Orton was a hulking great lad 
(known in Wapping as “ Bullocky Orton ”) with 
light hair. 

Soon after Roger’s departure for South America 
Sir E. Doughty died, and Roger’s father became 
Sir James Tichborne, tenth Baronet After the 
disappearance of the Bella, Roger Tichborne’s will 
was proved by Mr. Gosford, the agent of the Tich- 
bome estates, who was one of the executors, and 
on the death of Sir James Tichborne in 1862, 
Alfred Joseph,—Roger’s only brother and ten years 
his junior,—succeeded as the eleventh Baronet; 
and after the death of Sir Alfred in January, 1866, 
his posthumous son, born in March, 1866, became 
the twelfth Baronet, and was, necessarily, a minor 
when the fraudulent claim to the estates was put 
forward. 

Lady Tichborne, Roger’s mother, was eccentric, 
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fussy, ill-tempered, and obstinate. She was con¬ 
stantly nagging at and quarrelling with her hus¬ 
band ; she disagreed with her English relatives, 
and was always fussing about Roger, and trying to 
thwart him. She wished to prevent his going to 
school, and to prevent his going into the army. 
Roger, however, had inherited his mother’s ob¬ 
stinacy, and when he had set his mind upon an 
object he pursued his own course. Stonyhurst, 
the Dragoons, and the South American tour were 
all carried through in spite of his mother, to whom 
he was always dutiful and kind, but in whom he 
recognised one who was capable of making Tich- 
borne, as he said in one of his letters, a “ hell 
upon earth.” 

Lady Tichbome believed that Roger had some¬ 
how escaped from the wreck of the Bella. She 
used to quarrel with Sir James on the subject, and 
she would listen readily to the tales of beggars 
disguised as sailors* who knew only too well how 
to excite the poor lady’s interest and pity. 

Almost immediately after the death of Sir 
James, his widow (in 1863) advertised in the 
papers for news of her son in English, French, 
and Spanish. In 1865 she corresponded with 
one Cubitt, who kept a Missing Friends’ Office in 
Sydney, and in July, 1865, Cubitt put the follow¬ 
ing advertisement in several of the Colonial papers. 
This advertisement is of importance, as it made 
public some of the chief qualifications which 
would be necessary to be possessed by any suc¬ 
cessful claimant. 

“ A handsome reward will be given to any 
person who can furnish such information as will 
discover the fate of Roger Charles Tichbome. He 
sailed from the port of Rio Janeiro on the 20th 
April, 1854, in the ship the Bella, and has never 
been heard of since; but a report reached England 
to the effect that a portion of the crew r and pas¬ 
sengers of a vessel of that name was picked up by 
a vessel bound to Australia—Melbourne it is be¬ 
lieved. It is not known whether the said Roger 
Charles Tichbome was amongst the drowned or 
saved. He w r ould at the present time be about 
thirty-two years of age; is of a delicate constitu¬ 
tion, rather tall, with very light brown hair, and 
blue eyes. Mr. Tichbome is the son of Sir James 
Tichbome, Baronet, now deceased, and is heir to 
all his estates. The advertiser is instructed to 
state that a most liberal reward will be given, etc. 


etc. Replies to be addressed to Mr. Arthur 
Cubitt, Missing Friends’ Office, Bridge Street, 
Sydney.” 

N.B.—The age in this advertisement is given as 
thirty-tw r o, instead of thirty-six, which would have 
been Roger Tichbome’s proper age. 

Up to the time of his disappearance, Roger con¬ 
tinued to write gossiping letters to his relatives, 
and in one of the last of these, in March, 1854, he 
sent a request that he might be put up for election 
to the Travellers’ Club. There is no indication in 
any of his letters that he did not intend to return, 
and it is obvious that, supposing this heir to a 
princely possession to have been saved from the 
Bella, he had every reason to declare himself, and 
he might have returned home without difficulty. 
No reason w-orthy of a moment’s attention has 
ever been suggested for his not doing so. 

Roger’s education had made him somewhat 
different from the average young Englishman of 
his class, but he was singularly clear-headed, and 
he had made himself perfectly familiar with the 
details of the property which he was presumably to 
inherit. His father and uncle wished to re-settle 
part of the estates, and to this re-settlement Roger’s 
consent w r as necessary; but Roger, after tho¬ 
roughly investigating the pros and cons of the 
question, came to a conclusion different from that 
of his father and uncle, and therefore withheld his 
consent from the re-settlement, w r hich accordingly 
w r as not carried out. 

His correspondence wdth Mr. Gosford, the agent, 
on this subject shows that he was thoroughly con¬ 
versant with every detail affecting the Tichbome 
property. 

Roger was 5 feet 8£ inches in height, and 
exceedingly thin, w r ith light brown hair and blue 
eyes, a man of active habits, of gentlemanly mind 
and demeanour. He wrote a scrawling, untidy 
hand, and often expressed himself in French 
idioms, and occasionally made a lapse in spelling; 
but his letters were those of a gentleman, and bore 
evidence that the writer had considerable powers 
of observation. He spoke French fluently, and 
when he left England he knew no Spanish. 

In 1852 his mother cut off a lock of his hair, 
which she kept, and which was produced in court. 

Mr. Cubitt’s advertisement was a tolerably direct 
invitation to enterprising rascals to come forward 
and pretend to be Roger Tichbome. 
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Arthur Orton was the right age, according to 
the advertisement, had a knowledge of the sea, had 
been in South America, and knew Spanish; and 
at Wagga Wagga was living Thomas Castro, a 
huge man who subsequently admitted that he had 
an intimate acquaintance with Arthur Orton, but 
stated that he was in reality no other than the 
lost Roger Tichbome, living under an assumed 
name, and getting his livelihood as a butcher. 

Castro asserted that he was picked up after the 
Wreck of the Bella by a ship called the Osprey, 
concerning which he knew nothing, because he 
was “ delirious,” he said, for the whole of the three 
months he was in her. He was landed at Mel¬ 
bourne, but the Osprey has never been identified. 
The claimant believed the captain’s name was 
Owen Lewis or Lewis Owen, and among the men 
saved with him was one called Peebles. Both the 
names occur in connection with Arthur Orton’s 
ship, the Middleton. 

He took the name of Castro after that of a 
friend whom he had known at Melipilla, in Chili. 
It was never proved, and is very unlikely, that 
Roger was ever at Melipilla, while we know that 
Orton lived there for many months. 

He asserted that he had entered the service of 
a Mr. Foster, of Gippsland, and was engaged at 
Boisdale and Dargo; but the books kept on the 
estate show that while there never was a Castro 
among the servants, there most certainly was an 
Arthur Orton. Then it was proved that Castro 
was an expert butcher, and he had accounted for 
this by saying that he was apprenticed to a butcher 
ift Newgate Market. It is not shown how Roger 
Tichbome had become an expert butcher. 

In April, 1865, Castro, of Wagga Wagga, goes 
to a schoolmaster and gets him to write to a Mr. 
Richardson, of Wapping, making sundry inquiries 
about the Orton family. The theory is that Orton 
had some reason for assuming the name of Castro, 
and that he was “ wanted ” by the police, and 
hence he made his inquiries about his family by 
means of an amanuensis, and under an assumed 
name. Why, under any circumstances, should 
Roger Tichbome make inquiries about the Orton 
family ? 

Castro was “ discovered ” to be Roger Tichbome 
by Gibbes, an attorney at Wagga Wagga, and he 
communicated with Cubitt with an eye to the 
reward. Castro was bankrupt, and after his atten¬ 


tion had been drawn to Cubitt’s advertisement, 
he cunningly asked Gibbes if he was obliged to put 
entailed property in England in his schedule of 
assets? Then he darkly hints that Castro is not 
his right name, and that he is the heir to an 
estate; then in a day or so he is seen by Gibbes 
smoking a pipe with the initials R. C. T. upon it, 
whereupon Gibbes jumps to a conclusion, and 
writes to Cubitt to say he has found Roger Charles 
Tichbome. 

In these early days his knowledge of the Tich- 
borne family was nil. With a view to raising 
money, he executed a will, in which he shows an 
absolute ignorance of the Tichbome property; 
proves himself ignorant of his mother’s Christian 
name, and puts in as executors two men named 
Jarvis and Angel, who were friends of Arthur 
Orton. 

He said at this time that his mother was a 
stalwart, burly woman, whereas she was leanness 
itself. 

From this time, June, 1866, he acquires a know¬ 
ledge of a large number of facts connected with 
the Tichbome family. It is known that he had 
access to the obituary notices in the ‘ Illustrated 
London News,’ and to a 1 Baronetage,’ and from 
these sources probably culled many facts. Then 
he encountered at Melbourne a former gardener 
on the Tichbome estates; and at Sydney he meets 
Bogle, a negro who had formerly been valet to Sir 
Edward Doughty. 

In order to raise money he makes a declaration 
before a notary, in which he states that he left 
England for South America, 28th November, 
1852, in the Jessie Miller, both date and ship 
being wrong for Roger Tichbome, but right in a 
sense for Arthur Orton. 

In his early letters to Lady Tichbome he tells 
her that he ha< grown very stout, and that she will 
know him by the “ brown mark on his side 
(which Roger never had). He calls to her recol¬ 
lection the “ Card Case at Brighton,” in w r hich 
Roger never was mixed up; he writes in the hand 
not of Roger Tichbome, but of Orton, and his 
letters are vulgarly expressed, and show a gross 
want of education. Further, Lady Tichbome is 
informed that he had St. Vitus’s dance, which was 
not the case as to Roger, but was true in respect 
of Orton; and yet this infatuated lady makes up 
her mind without seeing him, and is eager that 
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he should start for England in order that she may 
embrace him. 

The Claimant arrived in the Thames on 
Christmas Day, 1866, and, with Bogle and his wife, 
goes to Ford’s Hotel, Manchester Square. Im¬ 
mediately after dinner he goes under the assumed 
name of Stephens to Wapping, and makes inquiries 
in a public-house there about the Orton family, 
and other neighbours of the Ortons, and more 
than one of those with whom he conversed noticed 
his likeness to the Orton family, and one even 
taxed him with being an Orton. 

It was not until the 10th of January, 1867, that 
he went over to Paris to see his mother. He put 
up at the Hotel de Lille et d’Albion, and the next 
day, as he was (or pretended to be) indisposed, 
and could not go to Lady Tichborne, she came to 
him at the hotel. 

He received his mother lying on a bed with his 
clothes on, in a corner of the room, and with his 
face turned to the wall. When she came in he 
never moved, and she leant over him and kissed 
him, and said he “ looked like his father, and his 
ears looked like his uncle’s.” 

And so Lady Tichborne recognised the Claimant 
as her son in the presence of Mr. Holmes, his 
attorney, and her Irish servant Coyne. 

The recognition of the Claimant by Lady 
Tichborne was the climax of the case, and many 
who were ignorant of the true facts rushed to the 
conclusion that maternal instincts were infallible, 
and that this huge, vulgar monster could be no 
other than the long-lost Roger. From Bogle, the 
old valet; from Rous, a publican, formerly clerk 
to the Tichborne solicitor; from an antiquary at 
Winchester, and from two former troopers of the 
Carbineers, “ the Claimant ” acquired a large num¬ 
ber of disconnected facts, and he went about 
accosting Roger’s old brother officers and others, 
and by reminding them of some incident in which 
they were concerned in former years, surprised and 
startled them into a recognition. None of Roger’s 
near relations, with the single exception of his 
mother, could recognise the Claimant. Mr. Gos- 
ford, the Tichborne agent; Mr. Bowker, the 
lawyer; Chatilion, his tutor in France; all, in 
short, who knew Roger intimately, could see 
nothing in common between the Claimant and the 
missing Roger. On the other hand, there were 
large numbers, brother officers and chance ac¬ 


quaintances mainly, who were convinced that the 
Claimant was Roger Tichborne, and very soon the 
simple facts of the case were obscured, to use the 
words of St. Paul, by a cloud of witnesses. It 
would be useless to enumerate those who said 
“ Yes ” and those who said “ No.” Any man who 
should be away from his friends lor fifteen years, 
and who increased in weight from nine stone to 
twenty stone, would be difficult to recognise, and 
it is obvious that the knowledge of isolated facts 
cannot be received as important evidence, when 
one knows that the Claimant had a circle of tutors 
to “ coach ” him. 

Roger spoke French fluently, and knew no 
Spanish, and none of the letters written during the 
nine months he was in South America gave any 
hint that he had acquired the Spanish tongue. 

Arthur Orton lived for the best part of two 
years in a South American village. 

The Claimant knew no single word of French, 
but had a fair knowledge of Spanish. Could Roger 
Tichborne have absolutely forgotten the French he 
spoke for twenty-five years, and have retained 
(after a lapse of twelve years) the Spanish he may 
have picked up in ten months in South America ? 

When cross-examined as to his education at 
Stonyhurst, his mind (in many respects so reten¬ 
tive) appears to be an inconceivable blank. He 
says Caesar wrote in Greek, he knows nothing of 
Virgil, and when a Virgil is put into his hands he 
says it is Greek. 

The Solicitor-General (Sir J. Coleridge) goes 
on: “ What book have you ever read in 

mathematics ? ” 

“ I have no recollection.” 

“ Did you ever read Euclid ? Has that anything 
to do with mathematics ? ” 

“ I don’t recollect; I think not.” 

“ Has algebra anything to do with mathe¬ 
matics ? ” 

“ I have no recollection.” 

“ Have you read Euclid? ” 

“ I believe I did, but I don’t recollect.” 

“ Did you ever hear of the Asses’ Bridge ? ” 

“ I don’t recollect.” 

“ Did you ever try to get over it ? ” 

“ I don’t recollect it.” 

“ Did you ever try to cross the Asses’ Bridge?” 

“ I have no recollection of it.” 

“ Did anybody try his best to help you over the 
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Asses’ Bridge? Did you make gallant efforts, as 
many of us have done, to get over it ? ” 

“ I have no recollection.” 

“ Do you remember whereabouts it is—how far 
from Stony hurst?” 

“ I will not put up with your insolence.” 

“Do you know it better by its Latin name, the 
Pons Asinorum ? ” 

“ No.” 

Lady Tichbome died on March 12th, 1868, and 
after her death the difficulties of the Claimant 
began to be serious, and the attorney, Holmes, and 
Rous, the innkeeper, shortly after gave up the 
case. 

Among Lady Tichbome’s effects was the lock of 
hair cut off from Roger’s head in 1852, and this 
was brought into court and contrasted with the 
lock admitted by the Claimant (in a letter to Don 
Pedro Castro, of Melipilla, under date 1st January, 
1868), to have been cut off his head by Donna 
Ahumada in 1851. 

It was admitted on all hands that these two 
locks could not have been cut off the same head. 
That from Melipilla was light, whereas the hair of 
Roger (of the same date, or nearly) was brown. 
The Claimant’s hair was worn rather long, and was 
heavily greased and (presumably) artificially dark¬ 
ened. The photograph of Roger taken in South 
America was, to ordinary eyes, very unlike the 
Claimant, every allowance being made for time and 
fat. 

The lobes of Roger’s ears were not pendent, but 
adhered to the side of the cheek; whereas the de¬ 
fendant’s ears had ordinary- pendent lobes. 

The interest of the trial consisted in the fact 
that Roger and the Claimant bore no resemblance 
to each other, either in body or mind; and but 
for the infatuation of Lady Tidhbome the fraudu¬ 
lent claim would not have been admitted for a 
moment. It is probable that when Orton, as 
Castro of Wagga Wagga, first put himself forward 
at the instigation of Gibbes, he had the intention 
of committing a very ordinary fraud, with a 
view to improving his credit. When, however, 
he had made fraudulent statements, and had 
signed a fraudulent will, it was evident that “ re¬ 
turning was as dangerous as go o’er,” and that the 
admission of his fraud in obtaining money meant 
imprisonment. 

Arrived in this country, he lived on Lady Tich- 


borne, who had an income of some ^2,000 a year, 
and both before and after her death he raised 
money by issuing Tichborne “ bonds,” promising 
a huge rate of interest when he should gain pos¬ 
session of the estates and be able to redeem them. 
All who took up a bond were naturally eager for 
his success, and thus the Claimant’s cause was 
“ boomed,” and the discussions by partisans of 
either one side or the other were so bitter that 
the “ Tichbome Trial ” was sometimes formally 
tabooed as a subject for conversation at London 
dinner parties. The money advanced on Tich¬ 
bome Bonds is said to have amounted to several 
hundred thousand pounds. The first trial took the 
form of a demand for the ejectment of the then 
tenant from Tichborne House. The Claimant in 
that trial was plaintiff, and he was “ non-suited ” 
only after the trial had extended over 113 days. 
This trial was in 1871-72. 

The public prosecutor then took up the case 
and the Claimant was indicted for perjury. The 
second trial took place in the Court of Queen’s 
Bench before Chief Justice Cockbum and Justices 
Mellor and Lush. It occupied the Court for 188 
days, and was concluded on 28th February, 1874, 
when the jury, after a very short deliberation, 
found Orton guilty of perjury, and he was sen¬ 
tenced to fourteen years’ penal servitude. 

The great interest of the case is to be found in 
the fact that it demonstrated the value of circum¬ 
stantial evidence. The direct evidence of Lady 
Tichbome was wholly valueless, and the evidence 
of all those who, on acquaintance more or less 
transient, said “ Yes ” or “ No,” was of small value, 
although the jury might be able to estimate with 
tolerable certainty the credibility of different 
individuals. 

When, however, the Lord Chief Justice in his 
masterly summing up reviewed all the circum¬ 
stances connected with the lives of Roger Tich¬ 
bome, Arthur Orton and the “ Claimant,” it be¬ 
came quite impossible to admit that the Claimant 
was Roger Tichbome, and equally impossible not 
to admit that he was certainly Arthur Orton. 
Nobody who reads through the magnificent 
“ charge ” of the Lord Chief Justice, which took 
three weeks to deliver, and occupies 1,600 closely 
printed octavo pages, can fail to come to the same 
conclusion as the jury, and in as short a time. 
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Gentlemen,— “ The Rheumatic Heart, with Espe¬ 
cial Reference to Treatmentthat is our topic. 
And then at the very beginning I do not forget 
that this is a clinical lecture. Now how does a 
clinical lecture differ from a systematic lecture— 
that is to say a lecture on systematic medicine? 
Nothing can exceed the importance and value of 
systematic lectures in medicine, and there is 
nobody better qualified to teach you than your 
teachers. The difference between that and clinical 
medicine I take to be this: that in the one case 
you have a disease presented to you, as it were, in 
squares, with the lines of demarcation marked out. 
It is founded on the experience of ages, and on 
contributions to medicine from all sources. So 
you learn what pericarditis is, what pneumonia is, 
what endocarditis is. Whereas in a clinical lecture 
you are presented with pictures of the moving 
phenomena of disease as they are presented by the 
patients in the wards. Your books are the 
patients. You cannot do without your books; 
you must gain your preliminary knowledge from 
the books; but in the ward you see not the static 
conditions of disease, but the moving pictures of 
the dynamics of disease. 

We have had two opportunities of going over 
the question of the “ rheumatic heart.” What we 
mean by the rheumatic heart is the disturbance of 
the heart in definite association with rheumatism. 
When we ask ourselves “ What is rheumatism ? ” 
we have to put away a great number of misleading 
things, and to get before us a picture of rheu¬ 
matism as k really is, as it is taught us by clinical 
observation and by morbid anatomy. I have 
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talked over to you on previous occasions what I 
mean by the rheumatic heart We mean that it 
is the heart that is affected by a condition that we 
know to be rheumatic. Take as an example rheu¬ 
matic fever and all the associations of it. We do 
not take as a type the joint troubles that people 
call rheumatism; we know that the joint troubles 
in rheumatism are only a very small part, in some 
cases an insignificant part, of true rheumatism. * In 
a child there may be a rheumatic heart without 
any obvious sign of rheumatism at all. As age 
advances it is more associated with general 
symptoms. We find acute or subacute rheu¬ 
matism, as ft is called, and then, as years go on 
and we get beyond middle age, true rheumatism 
almost ceases. There are at this time of life com¬ 
plicated rheumatism and gout, but there is not the 
true rheumatism. Well, I have defined to you 
what I mean by the rheumatic heart I have given 
a lecture on what I call the criteria of true rheu¬ 
matism, and that lecture is published in a former 
number of ‘ The Clinical Journal.’ * 

Now we have got to this point—that we can 
divide our rheumatic hearts into two samples. In 
the first lecture we had one, and in the second 
lecture another sample or type of rheumatic heart. 
The first type of rheumatic heart was a decided 
one, in association with typical and undoubted 
acute rheumatism on repeated occasions. There 
was no question whatever that it was rheumatic ; 
it was associated definitely with rheumatism, and 
we found that there was dilatation of the heart. I 
told you that the dilatation might be variable, 
that the heart became swollen in all its structures 
sometimes in association with true rheumatism; 
the pericardium inflamed, the myocardium in¬ 
flamed, the endocardium inflamed; the whole 
heart enlarged and swollen, as it were, in the rheu¬ 
matic process. The lasting effect of it was upon 
the endocardium of the mitral valve. I told you 
that the endocarditis sometimes crept up to the 
aortic valves and involved them; it was an endo¬ 
carditis which was wide-spread and involved the 
mitral valve, causing in the process of time, 
slowly—not merely in association directly with the 
febrile stage of rheumatism, but long after that— 
changes in the curtains of the mitral valve; vege¬ 
tations, followed by thickening, a fibrous change, 

* ' Clinical Journal/vol. xii, p 41. 


and afterwards a crumpling, making the valve 
insufficient, and all the structures attached to it, 
such as the chordae tendineae, the musculi papillares 
and all the structures adjacent to the valve, thick¬ 
ened and contracted, the valve incompetent and 
inducing regurgitation. These Were the effects 
that we traced when we examined the first case 
that we had—a child with a typical rheumatic 
heart Then you will remember that the first 
type of the rheumatic heart is one in definite asso¬ 
ciation with rheumatism, with acute rheumatism 
especially, with repeated attacks of acute rheu¬ 
matism—a rheumatism which is extensive, violent, 
and decisive, and producing a lasting disease. 
Then we talked about the treatment of the heart 
disease, and we said how very important it was to 
treat it as you would treat rheumatism, at any 
rate in its early manifestations. We spoke of the 
salicylates ; we considered how we should give the 
salicylates; and although we could not say from 
statistical evidence that the liability or the extent 
of the heart disease was appreciably affected, yet 
we knew perfectly well that we must have some 
great advantage, because the patient was put into 
conditions of comfort; the pains were abolished 
and things moved comfortably, therefore the 
heart was put into the best conditions for the 
recovery of all its structures. 

Well, with this kind of rheumatic heart, a 
patient may go out of the hospital with all things 
apparently normal; the acute rheumatism having 
subsided, and any evidence of rheumatism non¬ 
existent; and perhaps the heart-sounds may be 
put down in the notes as normal. Yet when the 
patient comes again some months afterwards, with 
no evidence of having had a repeated attack of 
rheumatism, the mitral valve is shown by physical 
signs to be incompetent. There has been a slow 
change occurring after the acute rheumatism for 
many months, and ending with an incompetence of 
the mitral valve that we have to treat as cardiac 
disease. That is one type, a type of heart in asso¬ 
ciation with distinct and decided rheumatism, 
evidencing a considerable amount of endocarditis 
oyer a considerable space of the .endocardium, end¬ 
ing in retraction of the mitral curtains and the pro¬ 
duction of the state of insufficiency (i.e. incom¬ 
petence) of the mitral valve. We have no doubt 
in our own minds of the diagnosis in a case like 
that ; we know ,its> association with rheumatism, 
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and it would be folly to say it was not a rheumatic 
disease. We know there is rheumatic endocar¬ 
ditis—it may be also that we have evidence of 
rheumatic pericarditis; and we know by inference 
that the muscles of the heart are involved as well 
—myocarditis. 

Then we come to another type—type the second 
—which I want to call your attention to because 
it is important, for treatment, to be able to recog¬ 
nise it This second type is the slow and insidious 
form, rheumatic, and yet not showing, perhaps, in 
a certain number of the cases, any sign of rheu¬ 
matism at all, except the heart trouble. There is 
no evidence of acute rheumatism; a history of the 
patient’s previous health says there has been no 
rheumatism or rheumatic ailment; and yet, to the 
best of my knowledge and belief, it is rheumatic. 
Well, how can I prove that ? Because in a certain 
number of the cases I know very well, long after 
the establishment of the form of valvular disease 
that I am going to speak of, there is an outbreak 
of acute rheumatism or subacute rheumatism, or 
the patient is evidently rheumatic; and we find it 
post mortem also. On that point there may be 
some little difference of opinion, which we will try 
and reconcile by-and-by. 

The next thing is, What about the diagnosis? 
You will remember we went over a case last time, 
and I did not go further than that; I did not go 
into the question of the treatment. We found 
conditions which differed very considerably from 
those of the case which we examined at our first 
lecture, where there was a general enlargement of 
the heart, with a mitral systolic murmur indicating 
mitral insufficiency. This was a different state of 
things. 

How do we arrive at the diagnosis? Well I 
do not at once pull out the stethoscope and 
examine the patient for a murmur. If you ask me 
what is one of the most misleading things in the 
world with regard to diagnosis that you can ever 
possibly meet with, I should say it is a murmur. 
We often hear that “ language was invented to con¬ 
ceal our thoughts;” and I think I may also say 
that murmurs are very often present to mislead us 
and not to lead us to the right conclusion. So 
above all things do not go first for a murmur; let 
that be the last thing you do* for it has its value. 
We want to examine the case all the way round. 
Diagnosis is not finding out whether there is mitral 


insufficiency or no. If you put down that mitral 
regurgitation as a diagnosis, it is as precise as if 
you say John Smith lives somewhere in London. 
It only tells you of a condition of the valve; but 
we want to know more than that. I understand by 
diagnosis, first of all, knowledge obtained through 
certain processes of investigation— dia, through; 
gnosis , knowledge—knowledge through and also 
thorough. I want to know exactly what causes 
the condition of that heart that I am observing. 
We cannot obtain a thorough knowledge unless we 
use all the means for obtaining that knowledge; 
we want to use all the physical powers we have in 
order to find out what is the matter, and then get 
our inferences after we have used all these. What 
did we find in this man whom we had under obser¬ 
vation ? First of all, if I remember rightly—and I 
am speaking from memory—we began by looking 
at the man. I will imagine that I observed pulsa¬ 
tion in the position of the right ventricle. 
Then I put my hand on; I found a heav¬ 
ing. The maximum of that heaving was not 
to the left, but more to the right, and I 
could feel that the pulsation was below the 
ribs on the left side. Then, when I came to 
examine further, I found that there was a dulness 
extending to the right and joining the liver dul¬ 
ness. The dulness was too much to the right. I 
found also there was a dulness to the left; that it 
did not greatly transgress the nipple line. What 
have I found by this means of investigation ? That 
the chief thing was an enlargement and over-action, 
with heaving pulsation, in the situation of the right 
ventricle. Percussion confirmed that; so that there 
the usual border of the cardiac area extended too 
much to the right; that is in the position of the 
right auricle. Now we have this to be said, that 
the right side was enlarged disproportionately to the 
left In our first type that was not so, and 
perhaps in the usual type it is not so ; that is to 
say, in the decidedly usual type in rheumatic fever 
it is not so. There you find the enlargement is 
to the left, and the enlargement is to the left 
before it is observed to the right, the enlargement 
going out into the left axilla. What are you to 
infer then, supposing you find that the dulness 
extends to the right of the sternum? It is the 
right auricle. Remember the anterior part of the 
heart is made up for the most part by the right 
cavities. The left ventricle only peeps out a little 
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bit to the left. So that when you feel it forcibly 
to the right and not so much, or not at all, to the 
left, you say there is a disproportionate enlarge¬ 
ment of the right side of the heart, the right 
auricle and the right ventricle. Well in some 
cases, but not in this case, there is something very 
decided that one also finds by palpation, and that 
is a thrill. There will be a thrill in the situation 
which I have indicated. 

What do we find in our next process ? We have 
done inspection, we have done palpation, we have 
done percussion; and you must do all those foi 
establishing the diagnosis of the condition I am 
going to refer to. We will suppose that in some 
cases we find a thrill. Now we come to ausculta¬ 
tion. What do we find by that? Very often 
we find, as we did in this case, that there is a 
systolic murmur. Sometimes we doubt whether it 
is tricuspid or whether it is mitral; but in the 
majority of cases of what I am going to talk about 
—the slow form of disease at the mitral orifice— 
the right heart gets enlarged more and more, and 
what we hear is a systolic murmur due to tricuspid 
regurgitation. When that goes beyond a certain 
point we sometimes get systolic pulsation in the 
liver, sometimes in the veins of the neck. That is 
not what we found in our case last time. In some 
cases we find that there is a systolic murmur of 
tricuspid regurgitation; there is so much enlarge¬ 
ment that the tricuspid valve does not fit, and a 
murmur of regurgitation at the tricuspid orifice is 
heard. Here we have a systolic murmur, which 
varies perhaps; sometimes you hear it, sometimes 
you do not; and sometimes when you put the 
stethoscope here you hear a murmur which is 
called presystolic. I will not now go into the 
whole question of a presystolic murmur, but recol¬ 
lect that it has this particular character—that it 
comes to an abrupt end, it is low in pitch to start, 
but ends suddenly in a tap. That sudden tap is 
very diagnostic of the condition that we are think¬ 
ing of. In some situations you hear a tap, but in 
others a systolic murmur. When you hear a tap, 
it is very probable that the case comes under the 
second type I am speaking of. 

Now we have got a good deal further on our 
way, but we have not used all our diagnostic 
means. There is one other sign that is peculiar. 
When you put your stethoscope down the sternum 
you hear a double sound, which is called reduplica¬ 


tion, which should be called duplication. You 
hear what seems like a double second sound, but I 
will call it a double shock sound during the 
diastole of the heart. 

I have not had time to go fully into it, but I 
will give you an outline of the examination of a 
heart of type two—the slow and insidious case. 
We have got to find out the history of our case. 
We examined the man last time, and he is not 
here now. Here is his story. C. J. B—, aged 
twenty-four, an engineer’s fitter by occupation, was 
admitted from the out-patient department on 
October 28th, 1899. He complained of shortness 
of breath during the past twelve months, slight 
cough, occasional slight haemoptysis. Five years 
ago he coughed up about a cupful of blood, but 
since that time only small quantities. He had 
some pain after food. Now this man had no 
family or personal history of acute rheumatism, or 
of any rheumatic affection whatever. So we have 
no rheumatic history to guide us at all. I will not 
talk about the physical signs, except to say this: 
that his pulse was 44, which is very slow. That 
was a superadded condition. It was irregular, as 
it very often is in the cases which we are now con¬ 
sidering. The slowness is not usual, and that 
feature is comparatively uncommon. The signs 
were strangely variable. Let us think what is the 
matter. We have no rheumatic history to guide 
us, and yet I tell you that the case is rheumatic 
ab origine. It is not, as in the former case, one of 
mitral insufficiency, because if it were I should 
have expected the left ventricle to have been 
enlarged considerably, I should have had physical 
signs to the left; and although there would have 
been enlargement of the right side also, I should 
not have found a disproportionate enlargement of 
the right side; both right and left would have 
been enlarged together. There is some cause for 
that, of course. What is that cause ? Although I 
may have a systolic murmur here that tells of, 
possibly, some mitral regurgitation, or a systolic 
murmur which tells of some tricuspid regurgita¬ 
tion, I have signs which tell me that the case is 
one of mitral stenosis. But I am not going to rely 
on the murmur alone to tell me that. The dis¬ 
proportionate enlargement of the right side of the 
heart, the heaving of the right ventricle compared 
with the absence of enlargement of the left, the 
evidence of a small ventricle, would tell me that 
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the cause is mitral obstruction. How did that 
arise? What occurred? Remember we must 
penetrate through and through. We had no oppor¬ 
tunity of watching that man in the early stages of 
the development of the affection; it began in 
remote childhood. It may begin very insidiously 
indeed, but it is round and about the mitral orifice, 
the auriculo-ventricular aperture of the left side. 
Well it does not, like our type No. i, mean an 
extensive, wide-spread endocarditis, causing the 
valves to thicken and then retract; it is a slow- 
going, gradual, fibrous change that makes the 
mitral orifice narrower and narrower, the mitral 
valves, welded together, forming one of two things 
—either a funnel, so that the valve on section 
would look progressively narrower from the 
auriculo-ventricular orifice; or else, when you look 
down upon it from the auricle you would see a 
slit or chink, and this would be firm, with fibrous 
tissue all round. The other form is the button¬ 
hole form. All I want you to remember is this, 
that it is a slow-going process, and you have got to 
take my word for it that it is rheumatic. How do 
I know? Because in some cases which have 
presented the signs of mitral stenosis, and one has 
found that that came on gradually without obvious 
rheumatic changes, there are obvious rheumatic 
changes. And then in some cases we have traced 
its development in a condition of acute or sub¬ 
acute rheumatism. How do we trace it? In the 
first instance by the first sign, which I described 
and found years and years ago, namely, the 
apparent doubling of the second sound. That is 
the first sign. Sometimes there is a systolic 
murmur at the apex, as in the other cases; then 
that systolic murmur passes away and we get a 
presystolic; and after the doubling of the second 
sound we find a development in the course of time 
of the presystolic murmur and the murmur which 
indicates mitral stenosis. Now am I justified in 
saying it is invariably rheumatic ? I do not think 
I am; but I think you may say that of ioo cases 
98 would be rheumatic. One of those 100 would 
probably be a fibrosis in early life, of which you 
could not find the starting point unless it were 
a fright; because I think in fright-chorea some¬ 
times it is not the rheumatic change which takes 
place, but a sudden alteration in the valve because 
of the shockj the formation of little qwasirhaapor- 
ijhagic di^t^i^s 
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fibrosis. And then, in another very rare set of 
cases, it occurs in later life in association with a 
general tendency to fibrosis, as in chronic renal 
disease. I mention these rare instances only for 
the purposes of exclusion. Therefore in 98 per 
cent, of the cases the cause is rheumatic, and we 
have to treat such a case as a rheumatic heart. 
You cannot treat the early stages, because you do 
not know anything about them until something 
declares the existence of the trouble. 

What are the symptoms of this gradual form? 
They are totally different from those in Class 1. 
We will take this case as an indication of what 
the symptoms generally are. The patient com¬ 
plained of shortness of breath. Shortness of breath 
occurs in both forms. In the one case, where 
there is mitral insufficiency, there is backward 
pressure, there is congestion of the lung, followed 
by a number of signs which you read of in books. 
In mitral stenosis the same thing occurs. The 
right ventricle is antagonised in its action of driv¬ 
ing blood into the pulmonary artery by the con¬ 
striction of the mitral orifice; there is therefore 
over-pressure in the pulmonic circuit. There is 
evidence in one case, as in the other, of accen¬ 
tuation of the pulmonic second sound. The 
result of that is that there is dyspnoea. Then the 
patient gets more than that; he has had during 
the past thirteen months cough and occasional 
slight haemoptysis. Five years ago, when he was 
nineteen, he coughed up about a cupful of blood, 
though since that time he has only expectorated 
small quantities. Now there comes a very prac¬ 
tical question. If you were asked as regards mitral 
stenosis what are the symptoms, and how do they 
differ from those of mitral regurgitation ? you 
would say one of the earliest symptoms of mitral 
stenosis is haemorrhage. Where does that occur? 
It may occur in the form of epistaxis, as it often 
does; or it may occur from the lung. Why does 
it come from the lung ? It is a direct sequence of 
the condition of the mitral stenosis, and may be 
the first symptom that attracts your notice. Well, 
it makes you think of the probability of tubercular 
disease. But even supposing you find that there 
is consolidation of the upper lobes of the lungs or 
the apices, and the man. has spitting of hlood, and 
then your further investigation tells you that there 
is mitral stenosis, you have to say that that man. 
i$ far wre, lively potato l^aye t^berQulosis jthan 
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have it What occurs is this : besides the general 
condition of the over-supply of blood to the lungs, 
Causing tension within the blood vessels of the 
lung, there may occur blocking—a pulmonary 
embolism in branches of the pulmonary artery— 
leading to consolidation and so to haemoptysis. 
That is a very frequent thing indeed in mitral 
stenosis. You will remember as you go through 
the pathological evidence that such pluggings are 
not due directly to vegetations; that is very rare 
indeed, though it is possible. They are nearly 
always due to little plugs of fibrin which form 
within the right chambers of the heart, either 
auricle or ventricle. Why ? Because under the 
condition of disease the flow of blood through the 
heart is slowed; there is then more opportunity 
for coagulation, and for little clots to form. Some¬ 
times these little clots become encysted. The 
formation of these little plugs occurs in the right 
heart. They form also in the left. heart. But 
they do other things. They do not produce lung 
troubles such as we spoke of; in nine cases out of 
ten there is no tubercle in it. Now comes the 
question whether there is any tuberculosis in it. 
There may possibly be a difficulty. I agree with 
that. The French observers think more of that 
than I do, and they have gone so far as to say that 
tubercle may bring this condition of affairs about, 
and not rheumatism. But they have never found 
the tubercle yet in such cases, and I do not think 
that they ever will. I have gone over those cases 
as carefully as I know how. A most elaborate 
inquiry took place by Teissier, a most able investi¬ 
gator, and it is recorded in the French 1 Clinique 
Mbdicale de la Charity But I think Teissier 
begged the question. I have very rarely found 
that there is tuberculosis. Nearly always the con¬ 
dition simulates tuberculosis, but is not. I am 
very glad to see in the 1 British Medical Journal 7 
of October 28th an article by Dr. Hugh Walsham, 
setting forth conclusions, worked out indepen¬ 
dently, which quite confirm mine. Walsham says, 
As Dr. Sansom truly remarks, many cases of 
mitral stenosis show signs which can be easily 
mistaken for those of pulmonary tuberculosis. A 
cake which simulates pulmonary tuberculosis when 
mitral stenbsis is present is not of the grave signi¬ 
ficance of ! a Case rn Which mitral stenosis is absent. 
One can hardly help coming to the conclusion that 
M. Teissier must so have mistaken Some of his clini¬ 


cal cases. I think mitral stenosis and pulmonary 
tuberculosis existing together in the same patient 
is so rare a condition, that the one cannot be 
regarded as the cause of the other, although they 
are not antagonistic one to the other.” That 
exactly confirms the conclusion I have come to, 
based on a long series of cases. It simulates tuber¬ 
culosis, and simulates the haemoptysis of it, but it 
is not the real thing. 

This man had some pain after food. Remember 
that dyspepsia is a very common thing indeed, 
whether the trouble be mitral regurgitation or 
mitral stenosis. But it goes through a more 
definite course in mitral regurgitation. There are 
the dyspnoea, the gradually accumulating oedema, 
and there are the heart symptoms; whereas in 
mitral stenosis there may be no heart symptoms. 
There is bleeding, sometimes from the nose, some¬ 
times from the lung, of an apparently healthy 
man ; and then there is indigestion. Why ? Be¬ 
cause of the venous congestion, the backward 
congestion. 

What about treatment? These are the chief 
symptoms of this man; sometimes in mitral steno¬ 
sis other symptoms are present. Sometimes there 
is a great deal of wasting. Why? In children 
and young subjects you observe wasting, and if 
you look at their hearts you can quite understand 
it. As the child grows the right heart enlarges 
and develops disproportionately to the left. The 
left is too small; the blood cannot get into the 
left ventricle; it is starving, while the venous 
system is congested. The left ventricle is starved 
because it gets an insufficient supply through the 
auricle. If the left ventricle is starved, so is the 
aorta and the rest of the body; it has not got 
enough arterial supply. In some cases you get 
embolism on the other side of the circulation— 
the left side. There may be cerebral embolism, 

, or embolism of the spleen, or embolism in the 
arteries almost anywhere. Very rarely in the 
liver; indeed I have never seen a case, it is so 
very rare. How about the treatment in a case 
like that? You cannot treat the onset of it, be¬ 
cause you do not know anything about it. When 
they come, what are you to do for the haemo¬ 
ptysis? You have not got to check it unless it is 
very profuse; is is very often a good thing for the 
patient to bleed. By-and-by that piece of lung 
will probably get intb a condition of health. Other 
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parts might develop similar mischief, but you 
must try and make the liability to that as slight as 
possible. Then the digestion should be carefully 
looked to. Try and keep the patient quiet. 

Now you want to know a little about physic in 
these cases. You do not need to give salicylates; 
there is nothing of discomfort that the salicylates 
would do good for. What about increasing the 
force of the circulation and of the heart? You 
sayv What about digitalis? This man had some 
digitalis, tincture of digitalis 15 m, sodium iodide 
5 gr. The pulse rate was increased from 44 to 72, 
was much more regular, the rhonchi cleared up, 
all the lung signs, have gone. After the pulse rate 
got up to 72, it went down again to 44, and then 
we stopped the digitalis and gave the patient bella¬ 
donna. Now concerning' the treatment of these 
cases by digitalis, I have only two words to say: 
use judgment. Always remember whit you .want 
the digitalis for. Digitalis is to increase the force 
of the heart muscle to do the work properly. In 
cases of mitral regurgitation, where, as I have told 
you, the right heart is enlarged pari passu , almost 
at any rate in close relation to the enlargement of 
the left heart, digitalis does much good, and in 
cases carefully selected you may keep a patient on 
digitalis. But you have always got to watch its 
effects, because it is i possible that by-and-by it 
may cease in its good effects and do harm. You 
know by experience that cases of mitral insuffi¬ 
ciency with dropsy may begin to pass more water 
and begin to breathe better, the heart gets much 
more in order, things are put right, and the patient 
goes on admirably on digitalis. But in a few, 
after the urine has been increased abundantly and 
things go on well, you find the patients begin to 
feel, not quite so well, and the urine begins to 
decrease. In that case the digitalis has not acted 
alone on the heart; it acts on the vessels also, and 
contracts them too much. The digitalis may 
cause vomiting in some cases, stoppage of urine 
instead of increased flow in others, and in a few 
cases irregularity of the heart instead of con¬ 
tinued regularity; in some cases undue slowing of 
the pulse instead of its maintaining its proper 
rhythm. So it may fail sometimes in mitral regur¬ 
gitation, but a great deal more often in these slow- 
going cases of mitral obstruction. Why is that? 
Digitalis increases the forte of action of the 
muscle of both ventricles. But in .mitral stenosis 


the left ventricle does not want it; there is no 
difficulty for the left ventricle to empty itself into 
the aorta. In extreme mitral stenosis, for example, 
there is no regurgitation at all; in some cases 
there is some regurgitation into the left auricle, 
but it is only exceedingly little; the difficulty is 
to get blood into the left ventricle. There is not 
a pumping back into the left auricle, as in mitral 
regurgitation; there is not enlargement of the left 
ventricle, as there is in mitral regurgitation. There* 
is no dilatation, and there is no hypertrophy. 
Then you act disproportionately if you give 
digitalis for any length of time, you act dispropor¬ 
tionately upon the right ventricle. The more you 
get the right ventricle to work, the more you may 
drive the blood into the venous circulation, includ¬ 
ing the liver; therefore it is not likely to do so 
much good. There is no doubt that for a limited 
time it does very much good. Five to ten minim 
doses of the tincture, or drachm doses of the infu¬ 
sion, or grain doses of the leaves three times a day, 
do good for a limited time. When you find it does 
not do very much good you have to wait. In some 
cases it does not do good at all. The great diffi¬ 
culty is that the right ventricle is overdone. You 
may do a great deal then by letting out a little of 
the distension. Bleed from a vein, and learn to 
bleed; you may save lives entirely by bleeding 
properly and at the right time. Some people will 
not hear of being bled, but they do not mind a 
few leeches. Dry cupping you can do, but wet 
cupping makes people flee from it in horror. Do 
not be afraid of popular prejudices. When you 
have thus relieved the tension in the right heart, 
digitalis will perhaps do good. But you can give 
another cardiac tonic, namely, convallaria and 
caffeine, but particularly convallaria. When the 
action of the heart is slow you can give another 
heart tonic, namely, belladonna. 

Therefore, to sum up very briefly, there is the 
first class of case, in which there is undoubted 
rheumatic fever and evidence of mitral regurgita¬ 
tion, and where your first point of treatment is to 
keep down the rheumatism, and make the patient 
comfortable, by treating him with salicylates or 
salicin. The second thing to do is to keep up the 
force of the heart judiciously, but not without due 
circumspection—if necessary,with digitalis; and 
then give alkalis, because they do good. In the 
second class of case you have no chance of treat- 
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ing the rheumatism, salicylates are hot required; 
you have no chance of using them for rheumatic 
phenomena, or very rarely; and then you have to 
improve the circulation in all the ways you can; 
you may improve it by rest and quiet, or by digita¬ 
lis, or by any of the heart tonics judiciously 
applied. 

There is another thing I want to say very 
briefly. Here you have got a gradual narrowing of 
the mitral orifice produced without any obvious 
symptoms, and slowly going on through the course 
of years. Now you will want to know, or your 
patients will, what about mechanical treatment, 
what about exercise, baths, and bathing? Let us 
look at the years which are gone by; what might 
happen ? Supposing such a subject were “ coddled 
up,” the contraction would get more and more 
pronounced, the circulation would become more 
and more congested,, and the patient would be¬ 
come more and more languid and feeble. Now, 
supposing we use mechanical means for increasing 
the driving power of the right ventricle, we do a 
good thing. We can do that by massage; we can 
help the venous circulation by massage; we can 
also do it by exercises. It is not a good thing for 
a patient like that to be taught to “ cave in.” If 
there is anything acute you must give the patient 
a rest for a time; then let the patient have exer¬ 
cise gradually and carefully, and before active 
exercise is commenced use massage. Baths are 
very good indeed. Perhaps we have heard too 
much about systematic bathing; but it is a good 
thing. Certainly unsystematic coddling is a bad 
thing. If you put the heart to rest long, you 
know that the heart muscle will get feeble. If I 
took a blacksmith’s arm and told him not to use 
the hammer* but instead tied it up tightly to his 
chest, it would waste. So the heart will get feeble 
if you let it rest too much. Supposing I were to 
tell you to have a good hot bath three times every 
day, what would happen ? I think you would fee) 
limp; you would bleed into your own skin and 
subcutaneous tissue, and the heart would be 
weakened, because there would be dilatation of 
the vessels. But if I afterwards told you to take 
a cold sponging, that would tend to make the heart 
act quicker and better, and in that case the heart 
would be toned up. That is where I think the 
benefit of baths comes in.; the bath should 
be followed by a cold. sponging, to tone; the heart 


muscle up. Exercises should be graduated. Re¬ 
member that this slow-growing, insidious heart 
trouble must be met by gradual means for getting 
the system over its difficulties, and bringing it near 
to perfect health. It cannot be quite perfect 
health, because there must be perfection of struc¬ 
ture for perfection of health; but the best substi¬ 
tute for perfect health should be aimed at, namely, 
a well-compensated heart; and that is all you can 
get But by these means judiciously carried out 
the patient may be placed in fair health for years. 


Diabetes among Railway Engineers.— An 

editorial in the ‘Interstate Medical Journal’ for 
November, 1899, states that one in twenty loco¬ 
motive engineers have diabetes. We take it that 
the word diabetes here should be translated glyco¬ 
suria. It is the belief of the writer that if the 
subject were still more closely investigated it 
would be found that the proportion is even greater 
than that named. It seems to affect the old en¬ 
gineer—that is, the one who has followed the 
vocation for some time. The disease is very 
much more frequent among engineers than those 
employed in other departments of the railway 
service. The writer finds that there is this pecu¬ 
liarity in the employment of the railway engineer: 
he sits upon a box with one leg extended over a 
foot-rest, while the lever is between the legs; his 
spinal column is constantly subject to the jars and 
jolts of the engine. This concussion is trans¬ 
mitted by the spinal column to the brain. Fire¬ 
men are also subject to the disease. It is be¬ 
lieved that the trouble is caused frequently by 
cerebral irritation incident to the occupation. Not 
the least interesting fact surrounding the diabetes 
of the engineer is the ease with which it yields to 
treatment, when rest, diet, and codeine are used. 
A return to the employment always results in a 
reappearance of the sugar. The fatality of the 
affection among engineers is not great; many of 
them continue their employment from five to ten 
or more years, having all the time sugar in the 
ur^ne, but with no special impairment of the gene¬ 
ral January *906.- f - - r. 
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VOMITING IN DIPHTHERIA. 

A Clinical Lecture delivered at St. George’s Hospital, 
December i8th, 1899, 

By H. D. ROLLESTON, M.D., F.R.C.P., 
Physician to the Hospital. 


To-day I propose to consider the subject of vomit¬ 
ing in diphtheria. A comparison of diphtheria 
with scarlet fever—diseases in many ways alike— 
shows that there is a very great difference with 
regard to the occurrence of vomiting in these two 
diseases. Vomiting is perhaps one of the most 
characteristic features about the onset of scarlet 
fever, whereas in diphtheria*—a disease where the 
throat is similarly affected—vomiting does not 
usher in the disease, and though it may be a com¬ 
plication, it is just as often a sequela; and it is 
in no way a usual symptom of the disease. When 
vomiting is persistent and often repeated in diph¬ 
theria, the prognosis is very bad indeed. This is a 
point that I am especially anxious to impress upon 
your minds. This bad prognosis does not depend 
entirely on the effects of vomiting—starvation, ex¬ 
haustion, and so on—but to a great extent on the 
fact that the further complication of cardiac failure 
is especially likely to supervene. There is here an 
association between the stomach and the heart, 
which is anatomically represented by the pneumo¬ 
gas trie nerve. 

Now with regard to the kinds of vomiting met 
with in diphtheria, we may at once divide them 
into two. 

{ 1) Accidental or occasional vomiting — 
That which may be spoken of as occasional or acci¬ 
dental vomiting is not infrequent at the time that 
the antitoxin rash cornea put You no doubt 
are familiar with the fact that about a week or ten 
days after antitoxin has been injected the child 
becomes restless; not uncommonly the tempera¬ 
ture rises, and a rash appears on the skin. Some¬ 
times this antitoxin reaction is accompanied by 
pain in the joints, more rarely by the effusion of 
fluid into their synovial cavities. These events 
depend, not on the antitoxin which is contained in 
the serum, but on the presence of something in 
the blood serum of the horse, and are independent 
of the anjfcftqqdq curative .ptc^erties of the serum, 
CQpsit^We y^ria^pn 
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manifested by curative sera derived from different, 
sources. With the brand employed here, eruptions, 
without any joint symptoms, are commonly seen. 
At the time that the eruption comes out and the 
temperature goes up, the patient may vomit. This, 
vomiting is entirely accidental in character. It 
does not depend on the diphtheria at all; it really, 
depends on the remedy, and not on the essential, 
part of the remedy—the antitoxin—but on the. 
serum in which the antitoxin is, so to speak, 
suspended. 

Another eq^mple of the accidental vomiting that 
may occur ii*. the course of diphtheria is seen in 
the early stage of diphtheritic paralysis—a little of 
the food works its way into the larynx and sets up 
choking and vomiting. In #ie same way, some of 
the membrane in the throat may become detached 
and, acting much in the same way as a feather 
applied to the back of the throat, produce vomit¬ 
ing. These cases of accidental vomiting, in which 
the child vomits once or twice, are of little or no 
importance. Indeed, vomiting is sometimes of use, 
inasmuch as it dislodges some of the membrane. 

It is not of the occasional vomiting I wish to 
speak to-day, but about the grave and persistent 
vomiting which is so often followed by cardiac 
failure and death, so that one may really speak of 
it as a sort of malignant vomiting. 

In speaking of the vomiting of diphtheria, a 
sharp distinction must be drawn between {a) the 
real vomiting (emesis) in which the contents of the 
stomach are forcibly ejected through the mouth, 
and sometimes also through the nose; and (b) the 
regurgitation of the food through the nose, which 
so commonly occurs in diphtheritic paralysis. 
When paralysis attacks the palate—as it generally 
does earlier than elsewhere in the body, because 
the diphtheritic toxin, or poison, is manufactured 
in the tonsils and, therefore, readily exerts a local 
action on the muscles of the palate—the liquid 
food regurgitates through the nose. 

(2) Grave, persistent vomiting. —As to the 
onset of the grave, persistent vomiting in diph¬ 
theria, it may occur at any period of the disease. 
It may take place when the membrane is on the 
tonsils, or it may not begin until after the appear¬ 
ance of diphtheritic paralysis. In one of the cases 
which I have had in the hospital this year, vomit¬ 
ing did not come on until rather more than three 
ni6fitb$ kftet tbe ihltial attack of diphtheria. It 
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may come on before or after diphtheritic paralysis, 
or may accompany the diphtheria itself. 

Now. with regard to the different .means by 
which the vomiting is set up. A good many 
different causes have been suggested, and as is 
generally the case when more than one cause is 
put forward to account for the same effect, there is 
at first rather a tendency to. refer the effect to one 
cause, and to one cause alone. Thus vomiting in 
diphtheria is by some explained as being due to 
irritation of the pneumogastric nerve; by others it 
is said to be due to a local condition of the 
stomach; and on yet another theory it is supposed 
to be uraemic vomiting. I shall discuss these in a 
moment; but the point I want to lay stress on 
first is that vomiting is a symptom, and that this 
symptom may be produced in diphtheria in several 
ways, and that it is by no meahs necessary that one 
cause, and one cause Only, is concerned in its pro¬ 
duction. In different cases different causes may 
be at work. 

The different causes which have been given for 
vomiting in diphtheria are as follows: (i) The 
older view was that it was uraemic; Dr. Gee* 
in a paper with the title " Repeated Vomit¬ 
ing in Diphtheria as a Bad Prognostic,” re¬ 
lated nine cases, eight of which proved fatal. He 
said that in most of the cases he had seen, there 
wa£ evidence of kidney disease; and that in some 
of the patients the urine was suppressed. The 
uraemic theory of the vomiting which occurs in 
diphtheria might perhaps be most successfully 
invoked to account for those cases in which death 
is preceded by convulsions. But at the present 
time, with the advantages of the antitoxin treat¬ 
ment, the course of diphtheria is so modified that 
we never see any cases of severe kidney disease 
with suppression of urine. I have inquired about 
this point from'the Sister in the Diphtheria Ward 
of this hospital, and she tells me she has not seen 
a case of it But in past days, when diphtheria 
was very much more virulent, because it was not 
in any way antagonised by antitoxin, secondary 
infection may have taken place from the tonsils, 
and so, acute septic nephritis having resulted, may 
account for the convulsions and for uraemic vomit¬ 
ing. But at the present time one cannot explain 
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the vomiting which occurs in diphtheria as being 
uraemic in origin. 

The second view is the; nervous view. Put 
shortly it is this: that in diphtheria, when the 
degeneration change is about to begin in the vagi, 
before any definite change has occurred, there is a 
stage of heightened irritability, which would be 
shown by vomiting and by slowing erf the heart’s 
action. Now you may remember that in the very 
early stage of neuritis there is an exaggeration of 
the knee-jerk. This exaggeration of the knee-jerk 
probably depends upon the nerve fibres that form 
the reflex arc being irritated before they become 
further affected by the poison. It has been 
thought that in the early stage of neuritis of the 
vagus, there may be a condition of transient irrita¬ 
bility, and that this shows itself as regards the 
stomach by vomiting. Some of the cases may be 
satisfactorily explained on this view. In one of 
the two cases I have had under my care this year, 
the boy had not only vomiting, but he also had a 
kind of laryngeal crisis. This leads me to draw 
your attention to the resemblance which exists 
between the gastric crises of locomotor ataxy and 
the vomiting in diphtheria. In tabes the crises 
depend upon degenerative changes taking place in 
the visceral nerves; possibly there is from time to 
time an exacerbation in the morbid change in the 
visceral nerve fibres, which sets up the various 
crises of whiqh the gastric crises are the most 
familiar example. 

Sometimes in cases of diphtheria there are other 
symptoms which may .be correlated with gastric 
crises. For instance, the patients have a good deal 
of'pain in the abdomen. I mentioned to you that 
in one of my cases the boy appeared to have some¬ 
thing like a laryngeal crisis; he was seized 
suddenly one* night with extreme shortness of 
breath, which, however, passed off. After vomit¬ 
ing deases, if life is prolonged, there may be an 
extremely quiescent condition of the intestines, 
Which, theoretically, might be referred to nerve 
degeneration and paralysis. Both the boys who 
were under my care for persistent vomiting asso¬ 
ciated with diphtheritic paralysis suffered while 
recovering from marked constipation. So in the 
early stage there are signs erf irritation and vomit¬ 
ing, and in the later stage constipation. The 
nervous theory, pure and simple* therefore explains 
most satisfactorily the -occurrence of vomiting 
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about the time that diphtheritic paralysis is mani¬ 
fested. It is impossible to disprove the theory 
which explains vomiting in diphtheria as depend¬ 
ing on incipient neuritis of the vagus, for neuritis 
of the vagi has been shown to exist histologically. 
The only difficulties are in explaining all the cases 
of vomiting as due to incipient neuritis of the 
vagus. 

Now the difficulty in making the nervous theory 
fit all the cases is that in the early stages of 
neuritis of the vagus there ought to be, as a result 
of that irritation, slowing of the heart at the .same 
time as vomiting takes place, an event which is far 
from being constant. Later, when the vagus be¬ 
comes paralysed, the heart should be much 
quickened, but that does not by any means occur 
always. In answer to this objection it might be 
said that in some instances the gastric fibres of the 
vagus alone are affected by changes taking place 
near their termination in the stomach wall, in 
other words, that there is a peripheral neuritis of 
the gastric part of the pneumogastric. 

Another argument against explaining all the 
cases of vomiting in diphtheria as due to nervous 
influeitce is that the vomiting so often occurs very 
much earlier—-weeks, or perhaps even months 
before diphtheritic paralysis. A large number of 
cases of diphtheria with, persistent vomiting die 
within the first week of the illness. 

In these cases a third suggestion must be con¬ 
sidered, viz. that in cases of diphtheria the diph¬ 
theritic process also involves the stomach. Some¬ 
times it does so by extension of the membrane 
along the oesophagus ; but this is so rare that such 
cases are almost curiosities. It has indeed been 
said by Kalmus (quoted by Soltau Fenwick , 1 Trans. 
Path. Soc.,’ vol. xlv, p. 60) that six and a half per 
cent of the cases of fatal diphtheria show some 
diphtheritic membrane inside the stomach. At 
any rate, observations in this country show that 
that figure is in excess of what we see in England. 
But there are undoubtedly cases in which, although 
there may not be any extension of membrane 
directly from the throat to the stomach, the 
Stomach is affected. Momentary consideration 
will show that it is only natural to suppose that a 
child who is continually swallowing must thereby 
convey infection to the stomach. Quite recently 
Dr. Villy (‘Medical Chronicle, 7 Sept., 1869, p. 
405), examined microscopically the stomach in 


fifteen fatal cases of diphtheria, and found in all 
the cases marked changes, viz. fatty degeneration 
in the gastric glands, and very definite inflam¬ 
matory reaction in the stomach, as shown by the 
presence of a number of leucocytes in both the 
mucous and submucous coats. As a result he 
came to the conclusion that the vomiting is like 
that of gastritis, and due to direct irritation. He 
further examined the heart; and here I may 
remind you that there is a great tendency indeed 
in fevers and diphtheria to get dilatation of the 
heart. In both fevers and diphtheria the heart 
muscle is acted on by the toxins which , are circu¬ 
lating in the blood, and so not only the kidneys 
and heart, but also the stomach, suffer from the 
effect of the diphtheritic poison. It is only' 
reasonable to think that the poison is to a con¬ 
siderable extent conveyed from, the throat to the 
stomach by swallowing, so that the stomach is 
particularly liable, to suffer. The vomiting, 
especially when it sets in early—while membrane 
is still present in the throat—may be due to in¬ 
flammation of the stomach. In some cases the 
character of the vomit supports this view, for it 
contains blood. In about half tne cases which 
Dr. Villy examined, he found haemorrhage into 
the submucous coat of the stomach. This 
explanation perhaps accounts better for the early 
cases of vomiting—those in which the vomiting 
takes place in the first week; whereas in the cases 
where the vomiting supervenes just before or just 
after diphtheritic paralysis, it may be accounted 
for by the view that it is really due to incipient 
neuritis, a certain amount of irritation taking place 
before the degenerative change becomes complete. 

A fourth explanation is a combination of the 
two last, and is to the effect that the primary lesion 
is diphtheritic gastritis, which spreads-to the gas¬ 
tric terminations of the left vagus and sets up irrita¬ 
tion and an ascending inflammatory neuritis, and 
so reflex vomiting. 

In such cases cardiac dilatation would be due 
to degeneration of the myocardium, induced by 
toxins reaching the heart muscle by the blood 
stream, and would be independent of vagus 
influence. 

So much for the causes of vomiting in diph¬ 
theria. 

Now for a few words about the prognosis. The 
outlook when persistent Tomiting occurs is ex- 
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tremely bad. This is well shown by the following 
statistics, collected by Dr. Hector Mackenzie.* 

Of 36 cases where vomiting occurred in the first week 
of the disease, 34 -died. 

Of 35 cases where vomiting occurred in the second 
week of the disease, 31 died. 

Of 12 cases where vomiting occurred in the third 
week of the disease, 7 died. 

Of 12 cases where vomiting occurred in the fourth 
week of the disease, 2 died. 

Of 16 cases where vomiting occurred later in the 
course of the disease, 6 died. 

The prognosis is, thus worse when vomiting coin¬ 
cides with active* disease in the throat, or comes 
on directly after the acute disease, and is less 
grave when the vomiting comes on later, when the 
patient has to some extent recovered from the 
effects of the acute disease. 

I have had two cases of diphtheritic paralysis in 
the hospital this year, with persistent vomiting, 
that were both very bad, but recovered. Probably 
their recovery depended largely on the fact that 
they had more or less recovered from the acute 
stage of the disease. In one case it was three 
months after the original attack of diphtheria. 
When persistent vomiting occurs in the first week 
the prognosis is extremely grave, and very likely 
to be followed by cardiac failure. I cannot impress 
too strongly upon you the association between 
vomiting and cardiac failure. In many cases the 
two processes are due to the same cause—either 
irritation of the vagus followed by paralysis, or to 
the poison manufactured in the throat in diph¬ 
theria attacking various parts of the body at the 
same time—the heart, giving rise to fatty degenera¬ 
tion, dilatation, and cardiac failure; the stomach, 
giving rise to inflammation, and so to vomiting; 
the nerves, giving rise first to irritation, etc., then 
to degenerative neuritis; while at the same time 
toxic changes in the renal epithelium produce 
albuminuria. 

There is, I repeat, a very close association 
between vomiting and the subsequent advent of 
cardiac failure: The heart dilates while vomiting 
is taking place, partly because the same cause 
affects both viscera, and partly because the vomit¬ 
ing leads to ‘ starvation and malnutrition of the 
heart muscle. In the case recently under observa¬ 
tion, as the vomiting persisted the heart could be 
seen to be undergoing progressive dilatation. If 
the heart is in a feeble condition, the mere exer- 

• *;St Thowag’s Hospital Reports,’, vol.xxi, p* $7* 


tion of vomiting must exaggerate this and may 
sometimes act as a last straw and give rise to fatal 
dilatation of the heart. With regard to the pro¬ 
gnosis, therefore, whereas the accidental vomiting, 
especially when it appears at the same time as the 
antitoxin rash, is of little or no importance, per¬ 
sistent vomiting is extremely grave. 

Treatment. —I will now say a few words about 
the treatment The treatment of the vomiting 
depends largely on the nursing of the patient, and 
in nursing I include careful and judicious feeding. 

I really think the case which I had recently under 
my care owed its recovery probably almost entirely 
to the careful nursing. 

Of course a very important part of the treat¬ 
ment is to avoid giving rise to vomiting, and as 
this may be brought on if food is given by the 
mouth, the patients are usually fed by the rectum. 
There are, however, objections to rectal feeding. 
One of them is that after about a fortnight, or be¬ 
fore, the rectum begins to get irritable, and the 
enemata may be ejected before there has been 
time to allow sufficient absorption to take place; 
so the child begins to starve. This, added to the 
constant vomiting, makes the condition of the 
patient very grave. Rectal feeding, therefore, 
should not be persisted in too long, and a little 
food should be given by the mouth as soon as 
possible In the case of one of the boys who 
recovered this was done; his likes and dislikes 
as regards his food were humoured, and he kept 
his food down. He was an hysterical, nervous 
boy, and it was not easy to get him to retain his 
food. But perhaps this was helped by a morphia 
draught, and by the injection of morphia under the 
skin. At any rate the boy began to improve 
directly he was able to keep food on the stomach. 
Before that he had wasted very much, and looked 
as if he were going to die of starvation. He was 
so ill, indeed, that I asked Mr. Turner to see him, 
with a view to the adoption of an heroic and des¬ 
perate form of treatment 

It has been shown by experiment that if a dog 
has tracheotomy done, or if one of the laryngeal 
tubes introduced by O’Dwyer be passed through 
the upper opening of the larynx, so that the rima 
glottidis cannot be closed, the dog is unable to 
vomit This has been shown satisfactorily in a, 
dog that had been intubated, and then injected 
with apqnaprphia., < ■; The, dog. made i^emendqus 
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exertions to be sick, but was not able to do so; 
immediately the tube was removed, however, 
violent vomiting followed. It was thought that 
this would be the case in a human subject, and the 
performance of tracheotomy in desperate cases of 
vomiting was recommended by Dr. Green,* of Min¬ 
nesota, U.S.A. It struck me as being reasonable 
to try this in this boy, rather than that he should 
be left to die. Mr. Turner thought the boy’s con¬ 
dition so critical that he would therefore rather 
not attempt any operation, and none was done. I 
inquired from the Sister in the Diphtheria Ward 
some months ago as to whether tracheotomised 
patients ever vomited. At the time she thought 
that they did not, but after I spoke to her about it 
she specially watched the cases with regard to this 
point, and in a little while she was able to give me 
the notes of three tracheotomy patients who had 
vomited, and in whom there was no suspicion of 
any blocking of the tube; in one of the cases 
death was due to a considerable extent to the 
vomiting. So that the principle on which this des¬ 
perate form of treatment is based, though it is all 
right for dogs, does not seem to hold for men, 
inasmuch as tracheotomy or intubation does not 
seem to prevent vomiting in the human being. 
This is a point which it is well to bear in mind. 
When one sees everything else failing, one is 
inclined to give a patient the benefit of the last 
straw ; but it is important to know whether the last 
straw will bear something. It is possible that if 
tracheotomy had been performed the boy might 
still have gone on being sick, and that he might 
have suffered from the tracheotomy, for as a result 
of it he would have been exposed to the danger 
of getting broncho-pneumonia or bronchitis. 

Another point is the question of giving alcoholic 
stimulants to these patients. It is one which is 
rather difficult to decide. In cases where cardiac 
failure is imminent, one is, of course, impelled to 
give alcohol, in order to tide over the immediate 
danger. But the nerves are probably in a condi¬ 
tion of incipient degeneration, and alcohol being a 
nerve poison, its administration might hasten or 
cause further degeneration. I should be inclined 
to content myself by stimulating such cases by 
hypodermic injections of strychnia, and to with¬ 
hold alcohol, or give it in very small quantities. 


♦ ‘ Brit. Med. Journ.,’ 1897, vol. ii, p. 1058. 


With regard to drugs, for the vomiting itself the 
hypodermic injection of one fortieth to one 
twentieth of a grain erf morphia is afmost valuable 
remedy. If there is an inflammatory condition of 
the stomach, it is only reasonable to believe that 
it may be given by the mouth, and by its local 
action lead to a good result. Perhaps it produces 
rather more effect if given by the mouth than if it 
is given underneath the skin. But you must re¬ 
member that even when morphia is injected under¬ 
neath the skin, a certain quantity of it circulates 
round, and is excreted in the stomach. It is im¬ 
portant to bear in mind that in cases of poisoning 
by hypodermic injection of large quantities of mor¬ 
phia, permanganate of potash should be given by 
the mouth, even though the poison was adminis¬ 
tered under the skin, because the stomach excretes 
into its cavity a certain amount of the morphia 
which is circulating through the body. 

Another drug which is beneficial given hypo¬ 
dermically is strychnine. It is given, not for the 
vomiting, but to keep the heart in good working 
condition. Two minims, or even three minims of 
liquor strychnin*, given under the skin twice a 
day, may be given with this end in view, for 
patients do not die from the vomiting so much as 
from the heart collapse; and if the heart is kept 
in good condition, and cardiac failure prevented, 
recovery may result. 

A third drug, useful in those cases where res¬ 
piration begins to fail, and where the diaphragm is 
paralysed, is atropine. It is administered hypo¬ 
dermically. The use of belladonna in cases of 
diphtheritic paralysis is to keep the respiratory 
system going. 


Pityriasis Rosea*— In the ‘Journ. of Cut. and 
Gen.-urin. Dis.,’ January (p. 43), a case of this 
affection, of interest because it began on the face, 
thence extending down over the neck and trunk, 
is reported. Attention is also called to a dia¬ 
gnostic point in differentiating this from an early 
macular syphilide or other macular eruption, viz. 
painting the area where the lesions are scarcely 
perceptible with Lugol’s solution, when the patches 
and rings will come out and appear of a mahogany 
colour. This reaction does not result in the usual 
erythematous eruptions unless there is des’quama- 
tion, and even then the stitiri takes less deeply.— 
Journ. Atner . Med. Assoc* 
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SOME CASES DEMONSTRATED AT 
THE WEST LONDON HOSPITAL 

BY 

Dr. DONALD HOOD. 


Acute Rheumatism of Early Life . 

The child lying in the cot before us was 
admitted two days ago suffering from acute pain 
in the ankle-joint. The temperature was raised to 
101 0 . The joint was swollen and red. The first 
sound of the heart had lost its purity, there was no 
actual bruit, but its character was altered. Within 
thirty-six hours of admission the temperature was 
normal and all pain had ceased. You will per¬ 
ceive that the little patient can move all joints 
without discomfort, and is apparently quite well. 
But if you will listen to the sounds of the heart, 
you will at once detect a soft but perfectly distinct 
systolic murmur, to be heard over the mitral area 
outside the nipple line. It is so soft that you 
could hardly expect to hear it at the back, and as 
you listen from nipple to spine you will gradually 
lose the bruit. The indefinite, impure first sound 
noted on admission has now deepened into the 
characteristic bruit of mitral regurgitation. Rheu¬ 
matism of early life should engage your most 
earnest attention ; in many important particulars it 
differs from similar affections of later life. The 
heart is more prone to become implicated. The 
joint trouble may be but slight or altogether absent. 
The only symptoms objectively present may be 
fever, malaise, and excessive perspiration. In all 
cases of indefinite pyrexia occurring in child life, 
carefully examine the heart; in many such cases 
this organ will afford you an explanation for the 
febrile attack, and an acute endocarditis may be 
the only evidence of rheumatic fever. Again, the 
objective symptoms may be tonsillitis or erythema 
nodosum. The worst case of endocarditis due to 
rheumatism that I have ever seen was ushered in 
by pain over the larynx, the fibrous attachment of 
the external laryngeal muscles being affected. 

With regard to treatment , I am accustomed to 
use a modified alkaline course. I usually pre¬ 
scribe bicarbonate and citrate of potash, very often 
combined with small doses of opium; if there be 
pericarditis opium in some form being invariably 


made use of. I have found no advantage from 
salicylates; on the contrary, I have often seen 
much harm follow their prolonged administration. 

Unhappily, there is no pain or inconvenience 
accompanying inflammation of the valves of the 
heart, and we are accustomed to look upon acute 
rheumatism as cured so soon as pain has gone and 
the temperature is normal. The patient is dis¬ 
missed as well, though the affected valve is prac¬ 
tically undergoing those degenerative changes 
which must, of necessity, produce one of the many 
varieties of cardiac change consequent to valvular 
incompetency. 

The child before us is apparently well, but with 
such evident physical change as is certainly taking 
place in the mitral valve, I intend to keep him a pri¬ 
soner in bed for several weeks to come. Advances 
in medicine come principally from a wider and 
more comprehensive view of pathology, and I pro¬ 
phesy that in the next century the essential treat¬ 
ment of acute endocarditis will be that enforced 
rest which can only be thoroughly attained by 
keeping the patient in the recumbent position for 
weeks if not for months. If by so doing we can 
prevent some of the horrors of advanced heart 
disease we shall be more than repaid. 

Lobar Pneumonia. 

This patient, a young man aet. 25, was admitted 
with all the typical symptoms denoting an acute 
attack of pneumonia, affecting the middle lobe of 
the right lung. He has now recovered from the 
acute stage; you will observe by the temperature 
chart that fever left him on the evening of the 
fourth day. The attack, though well pronounced 
in every particular, has been a short one. If I 
percuss over the affected area, you will hear that 
there is still a loss of normal resonance. The 
patient at the initial stage of his illness experienced 
a good deal of pain at the seat of inflammation. 
His pleura was affected. The dulness which you 
now notice is probably due to this pleurisy. The 
pleura may be only oedematous and swollen, or 
there may be a small, circumscribed collection of 
fluid confined by adhesions. Occasionally we may 
meet with such localised effusions of pus. I saw 
one lately on the anterior surface, the dulness 
being localised to a small area over the left breast. 
A few drachms of pus were aspirated. Some of 
these localised pleuritic effusions may present 
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puzzling symptoms. It is well to bear in mind the 
conditions which influence the crisis in lobar pneu¬ 
monia. We meet with cases in which the early 
symptoms are entirely those of the pneumonic pro¬ 
cess, but no crisis takes place. What are the more 
ordinary complications which retard or prevent the 
critical fall of temperature ? I am not h£re allud¬ 
ing to the severest forms of disease, to which the 
patient succumbs, but rather to the indefinite cases 
in which the temperature keeps moderately high. 
Pericarditis occurring during a pneumonia, I 
believe, almost invariably affects the Crisis. Impli¬ 
cation of the sound lung will also do so. Pleurisy 
complicating the course of the illness is perhaps 
one of the most common causes of the absence of 
a critical fall; the pleuritic symptoms may come 
on so insidiously that there may be wanting any 
decided symptom which separates those referable 
to acute pneumonia from those caused by a chest 
full of fluid, a fluid which in many such cases is 
purulent. When after a well-marked attack of pneu¬ 
monia there is no critical fall of temperature, when 
the chest does not clear but remains dull on per¬ 
cussion, be on your guard against effusion. I 
know by experience it is only too easy, with such 
conditions, to fall into error. 

Diaphragmatic Pleurisy. 

Those gentlemen who accompanied me round 
the wards a few days ago may remember that I 
showed them a mild case of diaphragmatic 
pleurisy, and I remarked how often this form of 
pleuritis commenced with symptoms which might 
easily be referred to stomach irritation. The 
patient before us is a typical example of such a 
condition. He has been admitted for constant 
vomiting, severe pain over the stomach, and high 
fever. Within a few hours of admission there were 
unmistakable signs of pleuro-pneumonia of the left 
base. The patient is too ill to permit me to 
demonstrate the physical condition with as much 
care and detail as I should like. But as he lies 
on his side I percuss the left lower chest. It is 
absolutely dull; on auscultation over the area you 
will hear well-marked bronchial breathing. The 
case is one of much interest, and shows conclu¬ 
sively how the initial stage of diaphragmatic 
pleurisy can simulate intense gastric disturbance. 

I ought to warn you that such cases may have a 
stomach cause for the attack, for it is far from rare 


to have an ulcer on the lesser curvature of the 
stomach, latent as regards all gastric symptoms, 
but slowly perforating into the pleural cavity and 
so setting alight to a fulminating pleuritis. 

Acute General (Edema . 

Acute general oedema is not a rare condition 
among children, as you know; it is usually asso¬ 
ciated with renal inflammation—perhaps more 
often than not the result of scarlet fever. From 
time to time you will see, during infant life, cases 
of oedema where the entire body is affected, and 
yet, on examining the urine, there is found to be 
no albumen or other indication of renal disease. 
The child in cot 4 is a case in point, having been 
sent in from the out-patient department as acute 
general dropsy. The urine when first tested con¬ 
tained a trace of albumen, and a few blood cor¬ 
puscles could be seen under the microscope. The 
child has only been in hospital a couple of days, 
and you will see that all the oedema has subsided, 
the urine being perfectly normal. The mother 
stated that the little patient was passing very little 
water. Does the trace of albumen and the few 
corpuscles denote an acute congestion of the 
kidney rapidly passing off, or is the condition one 
of acute auto-intoxication akin to some of the 
curious forms of urticaria? I am inclined to think 
the latter pathology probably gives the right solu¬ 
tion of these anomalous conditions of acute general 
oedema. 


Rubella . 

It may be many a long year before you again see in 
the wards of a general hospital a case like the man 
before us. The patient applied at the out-patient 
department complaining of feeling ill. His tem¬ 
perature was 104 0 , and on examining the abdomen 
a few scattered rose-red papules were seen. He 
was sent in as possibly suffering from typhoid. 
When I turn down the bed clothes and expose the 
skin to your view, there is no one here present who 
does not instantly make his diagnosis. The rash 
which you see extending from neck to lower 
extremities is that of measles, perhaps not abso¬ 
lutely typical, for it is more bossy and wanting in 
brilliancy; it does not.coalesce in those crescentic 
patches seen with measles eruption. You will also 
observe that there is scarcely any rash on the face. 
There is no catarrh, cough, or pulmonary compli- 
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cation. The temperature remains high (103 0 — 
104 0 ). 

We may consider the case as one of rubella, 
German measles or rotheln. There are many 
peculiarities with this exanthema. It is usually 
differentiated from measles by the fact that it is 
considered to breed true, and the one disease 
apparently does not confer immunity against the 
other. In other words measles does not protect 
from rotheln, neither does rotheln protect from 
measles. If you care to study the literature of the 
subject, you will be surprised to see how widely 
authorities differ from one another in their descrip¬ 
tions and opinions as to the aetiology and clinical 
symptoms of rubella. From a very attentive study 
of the matter I, personally, look upon the affection 
as one owing its birth to measles; that in fact the 
German sister is but a bastard form, deriving its 
varying clinical conditions from those evolutional 
changes which are slowly but surely modifying 
disease due to living organisms. 

The patient lying before us is a good typical 
case of rubella, with the exception that the erup¬ 
tion usually, as with measles, begins on the face 
and gradually extends downwards over the entire 
body. Here the rash commenced on the abdo¬ 
men, and to-day—the third of illness—there is 
scarcely a trace on the face.* The temperature 
will probably fall by crisis. Between the case 
typical of measles, where the eruptive stage is 
ushered in by three, four, five, or more days of 
severe catarrh, and that as typical of rubella, we 
clinically see every possible variety. Cases will 
be found merging the one into the other, and as I 
have pointed out,f you will find that in a house 
epidemic, one patient may present those clinical 
features considered pathognomic of measles, while 
another under the same roof, and a victim of the 
same infection, may have symptoms which are 
considered as being typical of rubella. 

Thyroid Extract in the Treatment of Frac- 
tnrea When we read for the first time a title 
like the above, we are often stunned for an instant 
with curiosity to know by what mental process 
anyone could ever have come to use such a remedy 
for such a condition. We wonder whether the 

• On the fourth day the face was covered, and the 
eyes suffused; beyond the slight lacrymation there was 
no other trace of catarrh, 
t ‘ An Inquiry into the ^Etiology of Rotheln.' 


drug was administered by blind chance, or whether 
some analogy, with or without the hypothesis of a 
cause, could have turned the therapeutist’s atten¬ 
tion in such a direction. In this instance the mode 
of reasoning which led to experimentation is not 
so difficult to discover as at first sight one might 
think. That the administration of thyroid extract 
has some influence on the growth and develop¬ 
ment of bone in infantile myxcedema is well estab¬ 
lished. Among other beneficial results of its 
administration in this disease, a marked increase 
in stature is frequently observed. Some writers 
claim that in cases of retarded growth from other 
disorders, such as rickets, athrepsia, and albumi¬ 
nuria, the administration of thyroid extract will 
cause increase in the length of the long bones, 
provided ossification of the epiphyseal cartilages 
has not taken place. Hoffmeister showed by means 
of the X ray that the changes in the bones of 
animals from which the thyroid gland has been 
removed are very similar to those which occur in 
the bones in infantile myxcedema. They consist 
mainly in arrest of growth in the* diaphyses and 
slow ossification of the epiphyses of the long bones. 
Considering these facts, some were led to watch 
the effect of removal of the thyroid gland in cases 
of fracture artificially produced in animals. They 
claim that union was remarkably retarded in many 
instances. From such observations as those above 
cited, some hopeful therapeutists tried the effect of 
organotherapy in delayed union of fractures, and 
have reported quite a number of cases apparently 
cured by this means alone after several of the 
usual methods had failed. Thus M. Potherat, at 
the meeting of La Soci£t£ de Chirurgie, November, 
1899, presented for a colleague a report of two 
cases treated successfully by this method. The first 
case was a compound fracture of the leg which 
massage and immobilisation in plaster failed to 
cure after twenty-four days. Under thyroid con¬ 
solidation took place in a few days. The second 
case was a fracture of a rib which had not united 
after thirty-five days of the usual treatment. In 
ten days union was firm, but the patient died on 
the eleventh day of cerebral haemorrhage. The 
author wonders whether the treatment had any¬ 
thing to do with occurrence of the latter. He 
thinks that this treatment is not devoid of danger, 
and should be resorted to only after deliberation. 
— Pediatrics , January 15th, 1900. 
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BY 

Sir FELIX SEMON, M.D., F.R.C.P. 


Gentlemen, —Almost every attentive reader of 
medical literature who has for a number of years 
followed the development of modem medicine, 
will have been struck by the fact that compara¬ 
tively rarely nowadays is medical progress evolved 
in a quiet, uninterrupted, and methodical fashion. 
More frequently something of the following nature 
happens. Whilst the properties of certain methods 
of treatment, certain drugs, and certain tissues, 
have apparently been well known for many years, 
and have been appreciated according to what 
seemed to be their true value, all of a sudden 
a discovery is proclaimed according to which 
hitherto the true importance of the subject in 
question had not in the least been realised, and 
consequently a new era was dawning fof the 
benefit of suffering humanity. 

As a rule such announcements are at first 
received somewhat incredulously. It appears to 
be rather unlikely that things within the grasp of 
everybody should have been so completely over¬ 
looked as would seem from the startling state¬ 
ments of the discoverer. Soon, however, these 
statements are not merely corroborated, but even 
greatly exceeded by publications coming from 
other quarters. Much more is claimed for the 
new discovery than even the enthusiastic dis¬ 
coverer dared to ask at first. A sort of intellectual 
intoxication then seems to get hold of many of 
us; no longer does one doubt the truth of the 
new discovery, but one simply wonders that so 
simple and wonderful a thing should so long have 
escaped our attention. The new method, drug, 
diagnosis, operation, whatever may be the form of 
the ruling fashion, is advocated wholesale and 
used wholesale. After that stage, gradually, or 
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sometimes even rather suddenly, a period of 
general soberness supervenes. First there are one 
or two bold spirits who frankly confess that they 
have been greatly disappointed by their employ¬ 
ment of the great discovery; then the chorus 
gradually increases, and voices are heard which do 
not merely decry what had been quite recently 
praised up to the skies, but they even point out 
that certain serious and lasting disadvantages may 
result from its use. Finally the whole matter 
sometimes falls into as rapid and complete a disuse 
as it had been extolled quite shortly before. 
In this state of torpidity matters remain—some¬ 
times for a few months, sometimes for a few 
years. Meanwhile some calmer spirits, aware 
of the fact that there is usually no smoke 
quite without a flame, have been coolly and 
objectively studying the question anew. They 
find, indeed, that whilst the original discoverer had 
been carried away by his enthusiasm, and whilst 
his first followers had been under a similar spell, 
there was something in the original statement, and 
that when judiciously used, the matter had 
deserved a better fate than to be disdainfully 
thrown away. In a much more sober vein, with 
much greater limitations, the matter is brought 
again before the medical public; it is more calmly 
tested, and a residuum is found to exist which 
warrants its inclusion amongst the treasures of 
medial art. 

What I have been trying to describe in a general 
way has found its concrete illustration often 
enough in recent years in most various branches of 
medical art, and examples of it will be vivid before 
the minds of every one of you. 

No example, however, I venture to say, could 
serve as a better illustration than the subject of 
to-day’s lecture—“ Nasal Reflex-Neuroses ”—in 
which, with the only exception of the last stage 
sketched above—a stage which, I am sorry to say, 
has hardly as yet been attained—the development 
of matters has been simply typical of that special 
form of modem medical progress which so far I 
have endeavoured to describe in general outline. 

An occasional connection between nasal polypi 
and asthma had been noticed by thoughtful 
observers long before the late Professor Hack, of 
Freiburg, ever thought of the theory with which 
his name will ever remain inseparably connected. 
Cases of that sort had been put on record by 


Voltolini, Hanisch, Porter, Daly, Todd, Spencer, 
Schaffer, Bresgen, Bernhard Frankel, and others* 
None of these observers, however, had ever 
thought of drawing far-reaching conclusions from 
his casual observations, although Frankel, Schaffer, 
and Bresgen had in connection with the matter 
already referred to the nasal origin of asthma in 
certain cases. 

In 1884, however, the late Professor Hack, of 
Freiburg, after a few preliminary articles in the 
‘ Wiener med. Wochenschrift,’ in which he 
launched out the theory that “ nightmare, cough, 
hemicrania* brow ague, certain vaso-motor pheno¬ 
mena shown by. quasi-erysipelatous symptoms 
(temporary redness of cheeks), attacks of giddi¬ 
ness, epilepsy, rhinorrhcea, and high fever often 
owe their origin to polypus or tumefaction of the 
nasal mucous membrane ” (Mackenzie 1 . c.), pub¬ 
lished his sensational monograph 4 On an Opera¬ 
tive Radical Treatment of certain forms of Megrim, 
Asthma, Hay Fever, etc.’ In this work he definitely 
stated that conditions of nervous hyper-excitability 
in the most various parts of the human body could 
and did take their origin from a sudden and tran¬ 
sitory swelling of the cavernous tissue covering the 
anterior ends of the lower turbinate bodies. The 
reflex irritability of the nasal mucous membrane 
was, according to him, dependent upon the expan¬ 
sibility of certain “ erectile organs ” (“ Schwell- 
Organe ” ) situated within them; the latter being 
irritated at first, the cavernous spaces themselves 
were filled with blood; the congested condition of 
the nasal mucous membrane appeared to act as a 
stimulus for excitation of the nerve-end apparatus, 
and then reflexes, most frequently secretion of 
tears and of serous fluid from the nose, later on 
sneezing, occurred. From this hypothetical reason¬ 
ing, Hack further concluded that the nasal erectile 
organs formed a sort of link between various forms 
of nerve-irritation. On the one hand, he con¬ 
sidered it possible that a reflex irritation could 
produce congestion of the cavernous tissue; on 
t;he other hand, he thought that nervpus symptoms 
manifesting themselves in different parts of the 
body could originate from the congested state of 
the cavernous tissue of the nose' Starting from 
this hypothesis, he reasoned that if one eliminated 

* The early literature of the subject will be found in 
Morell Mackenzie’s * Diseases of the Throat and Nose,’ 
vql. ii (1884), P- 360. 
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by operation the supposed connecting link, viz. 
the erectile organs situated in the nasal mucous 
membrane, one might succeed in curing many of 
the obscure neuroses which, in his opinion, had 
their origin in the nose, and which so far had 
obstinately resisted all possible methods of treat¬ 
ment. 

The above short description will suffice, I trust, 
to give a general idea of the undoubtedly very 
ingenious, but at the same time very hypothetical, 
character of Hack’s statements, which in his work 
are much more fully elaborated than I could re¬ 
capitulate within the limited time at rpy disposal. 
What made his communication, however, most 
startling, was the very large number of cases he 
reported in which he had put his theories to prac¬ 
tical test, and had, according to his own state¬ 
ments, obtained a number of the most extra¬ 
ordinary cures in forms of neuroses which, until 
then, had formed the bite noire of all therapeutists. 

It is not too much to say that the immediate 
effect of Hack’s publication was simply stupefying. 
Here were conditions accessible to everybody, 
observable by everybody every day; and yet, as 
it seemed, entirely unrecognised, or at any rate 
strangely neglected. I cannot do better than quote 
to you the concluding words of a clever review of 
Hack’s work, written immediately after its publica¬ 
tion by the late Prof. Rossbach, of Jena. “ Hack’s 
publication,” he says, in the ‘ Monatsschrift fiir 
Ohrenheilkunde,’ No. 3, 1884, is the most 

extraordinary one which it has ever fallen to the 
lot of the reporter to read in rhinology: it brings 
new facts hitherto undreamed of in almost oppres¬ 
sive number. The reporter, who has had a large 
rhinological practice for the last sixteen years, has 
never been able to hitherto make a single observa¬ 
tion of this kind, and therefore is neither in a 
position to corroborate nor to refute Hack’s state¬ 
ments. But if only the tenth part of the obser¬ 
vations and conclusions which they contain should 
be shown by later observations to be true, nobody 
could deny the merit to Hack that he had with 
one stroke advanced rhinology, the youngest and 
most neglected member of specialities, into the 
foreground of general medical interest.” 

Having followed the development of the whole 
question from its beginning with the greatest 
interest, I know that Rossbach’s description at the 
time represented with photographic fidelity the 


impression which Hack’s book made upon all of 
us. 

Personally I was not at all over-sceptical or 
inclined to prejudice against the new doctrine. I 
had myself observed, long previous to Hack’s com¬ 
munication, a case in which very troublesome 
asthma had disappeared and not returned after the 
removal of a large number of nasal polypi. The 
treatment had been undertaken, not with the view 
of curing the asthma, but merely to enable the 
patient to breathe through her nose. I well re¬ 
member how pleased and surprised I was when, 
about a year later, the patient called to thank me 
for having cured the asthma, which previously she 
had merely incidentally mentioned, but which she 
now stated to have been the bane of her life. Ill the 
light of Hack’s communication, there seemed to 
be no reason why what I had looked upon as a 
mere coincidence should not have been in a rela¬ 
tion of cause and effect; and why, by following 
out his directions, one should not cure a number 
of sufferers from hitherto practically intractable 
complaints. A case which came under my notice 
almost immediately afterwards seemed to lend 
further colour to that view (see German edition of 
Mackenzie’s * Diseases of the Throat and Nose/ 
vol. ii., p. 499). A gentleman, aged forty-eight, 
suffered from asthma, spasmodic sneezing, and 
attacks of night terrors (not actual nightmare). 
I11 both nostrils some polypi of medium size were 
seen, which did not come down to the anterior 
ends of the lower turbinate bones. These parts, 
however, were much swollen. On being touched 
with the probe, the swelling could be pressed 
away, but reappeared immediately after the pres¬ 
sure of the probe was withdrawn. Even before 
the polypi had been completely removed the 
night terrors disappeared. The intensity and fre¬ 
quency of the asthmatic attacks diminished about 
pari passu with the removal of the polypi, while 
the attacks of spasmodic sneezing continued quite 
as before. When finally it was intended to remove 
a few small polypi situated very high up, the con¬ 
siderable swelling of the anterior ends of the lower 
turbinate bones interfered equally with the inspec¬ 
tion of the nose, and with the introduction of the 
galvano-cautery lpop (it. need hardly be said 
that this was before the introduction of cocaine). 
The swellings on both sides were destroyed with 
the galvano-cautery, and now the attacks of spas- 


Digitized by 


Google 



£44 The Clinical Journal.] SIR FELIX SEMON. 


[February 7,1900. 


mo die sneezing disappeared and did not return, 
though there were still polypi in both nostrils I 
When finally the last polypi were removed the last 
remnants of the asthmatic attacks disappeared, and 
the patient could be dismissed cured from all his 
complaints. 

This remarkable case corresponded to such a 
degree with all the statements and arguments of 
Professor Hack, that I was more than ever in¬ 
clined to look, as Professor Rossbach had done, 
upon Hack’s discovery as signifying a new era for 
rhinology. 

Meanwhile the experience of which I have 
spoken in the introduction to this lecture, namely, 
that no sooner have surprising statements like 
those of Hack’s been made public, than a sort 
of intellectual intoxication seems to get hold 
of many of us, came particularly true in the pre¬ 
sent instance. 

Hack’s original list of possible reflex-neuroses 
which might be benefited by intra-nasal treatment 
was large enough in all conscience, including as it 
did spasm of the glottis, nightmare, asthma, 
attacks of spasmodic cough, megrim, supra-orbital 
and other neuralgias, amblyopia and amaurosis, 
erythema or pseudo-erysipelas of the nose, giddi¬ 
ness, epileptiform attacks, secretory neuroses, 
ciliary scotoma, headaches, hay fever, etc.; but 
this list sinks into insignificance when compared 
with the additions which his followers soon made. 
Graves’s disease, diabetes, irregularity of the heart’s 
action, tachycardia, stenocardia, angina pectoris, 
cardialgia, diseases of the stomach, dysmenorrhoea, 
chorea, enuresis nocturna, melancholia, neuras¬ 
thenia, catarrhal affections of the air-passages, 
epiphora, hyperoemia and oedema of the conjunc¬ 
tiva and the eyelids, blepharospasm, strabismus, 
pupillary changes, errors of accommodation; 
asthenopia, narrowing, of the field of vision, 
anomalies of the ears and of the genital sphere, 
spasm of the facial and other motor nerves, mus¬ 
cular pains, stiffness of the neck, exudations in the 
joints, changes of the skin, etc.—all these were 
added, and, as Professor Jurasz truly remarks in 
his article on the subject, which has just appeared 
in Heymann’s ‘ Handbuch der Laryngologie ’ (vol. 
iii, p. 657), “one was almost induced to believe 
that a great part of general pathology was domi¬ 
nated by morbid reflexes from the nose.” 

Nor did the current of opinion remain within 


the limits of theory. Whenever anybody suffer¬ 
ing from an obscure neurosis had the misfortune 
of falling into the hands of a rhinological enthu¬ 
siast, particularly within the first few years after 
Hack’s publication, the cause of his ailment was 
detected in his nose. Hack’s followers were not 
satisfied with the original discoverer’s limitation of 
the zone of reflex irritability to the anterior ends 
of the lower turbinate bones. In rapid succession 
it was found out that such zones did also exist in 
the posterior ends of the lower and in the middle 
turbinate bones (this addition was made by Hack 
himself), and in the septum (Baratoux and 
Heryng); and the matter reached its climax when 
it was stated that excitation of certain parts of the 
nasal mucous membrane was responsible for 
certain forms of reflex neurosis. Forstensson (Pan- 
American Congress, 1892), according to Jurasz, 
stated that he had discovered the specific point of 
excitability in no less than four hundred cases of 
asthma in the upper part of the septum l Fliess, 
according to the same authority, found a corre¬ 
sponding point for nervous cardialgia of nasal 
origin in the anterior third of the middle turbinate 
bone , for the abdominal pains of dysmenorrhoea in 
the lower turbinate bodies, and for the pains in 
the small of the back observed in the same affec¬ 
tion in the tuberculum scptil Cough for some 
time seemed to have no other origin than in the 
nose. I vividly remember how, in 1885, a patient 
was sent to me with a letter by a German confrere , 
who requested me to finish the intra-nasal treat¬ 
ment of the patient’s cough, which he stated he 
had started, he thought, with marked effect—a 
view from which I regret to say the patient’s own 
opinion differed. When I found that the latter, 
besides various constitutional signs of pulmonary 
tubercle, showed evidences of consolidation of 
both apices, and a temperature of over ioo° at 6 
p.m., I did not feel quite justified in finishing the 
intra-nasal treatment! 

Above all other affections, however, asthma was 
declared to be most frequently of nasal origin, and 
to demand energetic treatment applied to the nose. 
Who can count the number of luckless asthmatics 
whose noses have been burned between 1882 and 
the present day? 

Exaggerations like those just described naturally 
soon enough caused the unavoidable reaction, 
usually observed, as I stated at the beginning of 
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this lecture, in movements of a similar character. 
Nasal reflex-neuroses became the target of editorial 
medical wit, of the sarcasm of the bulk of the 
profession; and amongst the specialists them¬ 
selves, voices like that of the late Dr. Bcecker, 
of Berlin, became loud, protesting against the 
abuse w T hich was committed under a scientific flag. 

Personally I was very quickly cured of my 
initial enthusiasm. Knowing Professor Hack per¬ 
sonally, and knowing that he was the soul of 
honour, I had approached his statements if with 
any prejudice, certainly with one favourable to his 
views. But when, in quick succession, in a number 
of cases of asthma, megrim, and neuralgia of the 
fifth nerve, which I had most carefully selected 
according to the principles laid down by Hack 
himself, the effect of the treatment—which in 
those days, previous to the cocaine period, was 
anything but an agreeable one—remained per¬ 
fectly negative, I became more sceptical, and I 
regret having to say that this scepticism, to which 
I gave expression in 1884 in the German edition 
of Mackenzie’s text-book, has not been changed by 
my subsequent experience. 

All the same, I do not wish to be understood as 
if I altogether denied the possibility of reflex- 
neuroses taking their origin in conditions of abnor¬ 
mal excitability of the nasal membrane. Such a 
position of absolute negation, in my opinion, 
would be as unjustifiable as the excessive enthu¬ 
siasm even now displayed by some adherents of 
Hack’s doctrine. It cannot be denied, and shall 
not be denied, that in some cases in which an 
acquired or hereditary predisposition to ner¬ 
vous ailments goes hand in hand with a local 
hyper-irritability of the nasal mucous membrane 
and of the nerve-end-apparatus expanded in it, 
occasionally reflex-symptoms, and of a severe type 
too, may be produced in other spheres. I have 
myself seen and successfully treated a few cases of 
asthma of nasal origin; I have in an isolated case 
been able to produce with mathematical regularity 
an attack of most violent spasmodic cough as soon 
as I touched with the probe a small spot in the 
middle third of the septum nasi on the left side. I 
have already mentioned to you a case in which 
night terrors, spasmodic sneezing, and asthma dis¬ 
appeared in proportion to the reduction of morbid 
conditions in the patient’s nose. I have, on the 
other hand, to my own serious regret and, needless 


to say, very unwillingly, illustrated the truth of 
what I said in my introduction, viz. that occasion¬ 
ally in such circumstances one may do direct 
damage by producing, as I firmly believe, in a re¬ 
markable case, by galvano-cautery treatment of 
nasal polypi, exophthalmos on the side correspond¬ 
ing to the nasal operation, with increase of the 
pulse-rate (“ Unilateral Incomplete Graves’s Dis¬ 
ease after Removal of Nasal Polypi,” 1 Clinical 
Society’s Transactions,’ vol. xxii, 1889). After such 
personal experiences, which I quote at random 
as they present themselves to my memory, 
but which do not at all represent the sum of my 
experiences, it would be folly or something worse 
to condemn the whole doctrine of nasal reflex-* 
neuroses as fallacious and misleading; but I am 
deeply convinced (1) that the frequency and im¬ 
portance of the influence of the nasal mucous mem¬ 
brane upon nervous phenomena at distant parts of 
the body , has been grossly exaggerated by the 
adherents of the doctrine ; (2) that we have no 
real understanding as yet of the mechanism of these 
reflex processes; (3) that it is most difficult to 
determine whether a neurosis really is of nasal 
origin or not; and (4) whether in cases in which a 
nasal origin seems to be a likely one, treatment 
directed to the nose will benefit the patient. 

I am pleased to say that this view, in all its 
bearings, is shared by the latest worker in this 
field, Professor Jurasz, in the excellent article he 
has written in ‘ Heymann’s Handbuch,’ and which 
I have already repeatedly mentioned to you. He 
says: “ If we wish to discuss the pathogenesis of 
nasal reflex-neuroses, we have to enter upon a terri¬ 
tory of neurology in which a reply to the various 
questions here occurring cannot yet be given. The 
whole reflex apparatus in general, and particularly 
that in the nose, is of a very complex nature. The 
centripetal paths are very numerous, and equally 
so the centres which are the recipients of the irri¬ 
tation ; whilst the centrifugal paths which convey 
the reflex to the locality of its manifestation are 
extraordinarily manifold. If we add that the 
essence and the nature of the irritation, and even 
its localisation, are not always well known, we 
shall arrive at an idea of the difficulties which are 
here encountered. It is obvious that little that i$ 
definite can be said on the basis of our existing 
knowledge, and that we are constrained to make a 
nuinber of hypotheses which may at least approxi- 
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mately give us an idea of the origin of nasal reflex- 
neuroses. ” 

This rational statement entirely corresponds, I 
think, with the state of our present knowledge. 
All we can say is that in a certain number of cases 
physiological reflexes are produced from the 
nose, just as a reflex-cough is sometimes pro¬ 
duced from the external auditory meatus, and 
that what is true of the physiological sphere, 
equally applies to the pathological. The affec¬ 
tion which I think may practically serve as a 
type of nasal reflex-neurosis is hay fever. Here, 
indeed, we see that in a number of cases in which 
the nasal mucous membrane is in a pathological 
condition* judicious treatment of that part just 
previous to the periodical complex of symptoms 
(sneezing, rhinorrhoea, conjunctivitis, epiphora, 
asthma) which constitute a complete attack of hay 
fever, in a considerable proportion of cases either 
stops the attack completely, or at any rate curtails 
its duration and diminishes its violence. This is 
a fact which I have often enough observed myself 
in the course of the last twenty years. Similar 
beneficial effects, although without anything like a 
similar frequency, may be observed in cases of 
genuine bronchial asthma, complicated by the 
existence of nasal polypi. Thorough removal of 
the latter in a number of these, lastingly or tem¬ 
porarily frees the patient from his asthma, without 
any other treatment being employed. The rela¬ 
tionship of cause and effect in some of these cases 
is very striking, inasmuch as on the return of the 
polypi the asthma occurs again, to disappear anew 
when the nasal disease has again been successfully 
treated. 

Far be it from me, also, to doubt the possibility 
that other nervous affections may be beneficially 
influenced by the treatment of morbid conditions 
of the nose. Considering the intimate relation¬ 
ship of the fifth nerve to so marry of the other 
cranial nerves, particularly the pneumogastidc, and 
also do the sympathetic system, it is quite conceiv¬ 
able that a centripetal irritation having been 
caused by-disease in the periphery of the fifth, and 
having its way to the cerebral centres, and thence 
distant nerve-territories may be arrested by elimina¬ 
tion of the original irritation. 
f Hack’s* doctrine could never have attained so 
much popularity as it did if there had not been 
something rational in these hypotheses. The 
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great mistake, however, which his enthusiasm led 
him to make originally, and which I know he him¬ 
self regretted before his early lamented death, was 
that he generalised too quickly in a number of 
neurotic patients in whom this local treatment 
may have acted either in the manner of a sugges¬ 
tion, or of a pure counter-irritation. He took the 
mere effect of the operation to be an assured and 
a lasting one, and thereby was induced to regard 
as well-ascertained facts, results which later and 
calmer observation has shown to be of an exceed¬ 
ingly doubtful and frequently unstable character. 

The worst of the whole matter is that, so far as 
I can speak myself, we are not in a position to say 
beforehand in the great majority of cases whether 
a neurosis is due to reflex influences from the nose 
or not. This fact of course renders the position 
not only of the diagnostician, but of the thera¬ 
peutist, extremely difficult; inasmuch as there are 
not, so far as I know, in spite of all the various 
directions that have been given, any really reliable 
indications from which one is enabled to give a 
trustworthy prognosis with regard to the effect of 
nasal treatment in these cases. 

Take for instance three cases of genuine bron¬ 
chial asthma, which are sent to a rhinologist 
because, after careful exclusion of all other causes 
(affections of the heart, kidney, lung, stomach, 
etc.), nothing seems left but to ascribe the causfe 
of the troublesome disease to nasal obstruction, 
from which all three cases have suffered for many 
years. Let the pathological conditions observed be 
in all three cases exactly the same, viz. very con¬ 
siderable swelling of the anterior parts of the lower 
turbinated bones, interfering even under ordinary 
conditions with nasal respiration, and obviously 
aggravating the respiratory difficulties during the 
asthmatic attack. The similarity of the local con¬ 
ditions in the nose in all three cases may be such 
that if the patients’ faces be covered* it would be 
impossible to distinguish them from one another. 
Yet if they all be treaded exactly alike, viz. by gai- 
vano-caustic reduction of:the swollen parts, abso¬ 


lutely' different results' may be obtained: in the 
one case a complete cure of the Asthma; in the 
second case temporary disappearance* on- at any 
rate, improvement of all the* troublesome sym¬ 
ptoms 5 in t the third' no effect - whatsoever! Yet 
I. repeat the Ideal conditions in -all three were 
perfectly .indistinguishable item a&e another 1 And 
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the worst of it is that the proportion of the really 
successful cases in my experience is very small 
compared with those which are only temporarily 
benefited, and even much more so in proportion to 
the absolutely unsuccessful ones! 

Now what is one to do under such circum¬ 
stances ? I always painfully feel when I see cases 
of this sort—and they are not very rare either— 
that by dissuading the patient from undergoing 
the treatment if there be an actual morbid condi¬ 
tion of the nose to which the asthma could be 
rationally ascribed, one might possibly deprive 
the patient of his only chance of getting rid 
of his troublesome disease. To counsel the 
patient, on the other hand, to undergo a treatment 
which, though not painful, certainly is anything 
but pleasant, and may be very tedious, knowing 
beforehand that in a very small proportion of such 
cases only real and lasting benefit is obtained, will 
no doubt be a very unsympathetic action to a man 
whose turn of mind does not naturally enrol him 
amongst therapeutic enthusiasts. 

Under these circumstances, I always think it 
best in cases of that sort to speak, when one has 
to do with educated patients, as frankly as possible, 
and explain as far as one can the present state of 
the whole matter, without either urging or dis¬ 
suading from intra-nasal treatment. This atti¬ 
tude, I think, does justice to both the patient’s 
ailment and to the practitioner’s reputation. 

It is devoutly to be hoped that more reliable 
indications may soon be laid down for our pro¬ 
cedure in such cases. At the present time, whilst 
in some cases very pleasing, and, in a few patients, 
altogether unexpected results are obtained, I regret 
to say that in my experience our knowledge with 
regard to diagnosis, and our results with regard to 
treatment of nasal reflex-neuroses, are still ex¬ 
tremely Unsatisfactory. 

de, ^un^'riqUtps:^ ( i.ijsjarige of spblinguaj pljlsgmoii 
in ,a man ,aged 39, terminating jatallv. T^e calls 
a1tfentidh r to the itnpo^anfce ofeariy diagnosis', 
beeves* tfokU -Sihgictil treat rti eh tis thb bftly 
oheiof utffity^ bi: the ; present instance he; was wot 
permitted tAq$W£te ; at tip>e h$ the dia¬ 
gnosis f Q^eiplj^fect^n ^pperye^e^ with ppe# 
monia T ip the'last stages, proving the presence of a 
g)eh6fa! Infection .—Ghzetti des Hdpitctu^ $te<t. 
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REMARKS UPON CONGENITAL 
PULMONARY STENOSIS. 

BY 

LEE DICKINSON, M.D., F.R.C.P., 
Assistant Physician to St. George’s Hospital. 


Of the numerous cases of malformation of the 
heart that one sees in the Out-patient Department 
at Great Ormond Street, the great majority are in¬ 
fants and young children, the clinical study of 
whom is only too apt to be cut short by the exi¬ 
gencies of their disease, or by one or other of the 
many dangers that beset the children of the poor. 

Comparatively few survive for any considerable 
number of years; but these children are always of 
more and more interest as they grow up, not merely 
on account of their increasing rarity, but because 
time brings out the natural developments and 
tendencies of the disease, upon one or two of 
which I will venture to briefly remark. 

For this purpose, congenital heart disease may 
practically be considered as stenosis of the pul¬ 
monary artery, accompanied more often than not 
by some direct communication between the right 
and left cavities of the heart. The most frequent 
condition is a constriction of more or less severity 
about the orifice of the artery, together with a de¬ 
ficiency of the upper part of the septum between 
the ventricles, the right ventricle being enlarged at 
the expense of the left, and the aorta communi¬ 
cating with both. Less frequently the septum of 
the ventricles is complete, while that of the auri¬ 
cles remains open—at the foramen ovale or more 
extensively; and sometimes there is no abnormal 
opening between either auricles or ventricles, and 
the pulmonary stenosis depends entirely for its 
compensation upon hypertrophy of the right ven¬ 
tricle] ' 

In one 1 ytiij' or another backward pressure upon 
the vertous system' is’ largely obviated, and back¬ 
ward pressure on the lungs not being in question, 
riiost 1 of the 1 fkniiiiar results and secondary sym¬ 
ptoms of acquired heart disease are wanting in the 
congenital forife, riotWithstanding; 'as' a rule, a 
greater prominence of direct cardiac s^mp^oms, 
and, in lll hiiny ^a^,^ k deeper cvknbsis than is 
eVer rriet with -ihi Sc^hirecf ' disease. 1 Cyanosis 
IS fh^ most cHa!fkcferirtie feaftire 6f congenital 
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heart disease, and the one with which the mor¬ 
tality is mainly connected. Cyanosis depends upon 
deficient aeration^of the blood, as a whole, and in 
an ordinary case of pulmonary stenosis w r ith pa¬ 
tency of the septum ventriculorum, the essential 
factor is that less blood passes through the pul¬ 
monary than through the systemic circulation. 
Much of the venous blood that enters the right 
ventricle is short circuited into the left, or straight 
into the aorta without having passed through the 
lungs, and although that portion which does pass 
through the lungs may become perfectly aerated, 
yet the total blood that enters the left ventricle, 
and still more the aorta, is already largely venous. 
The ductus arteriosus is generally closed, and this 
dark blood is distributed to the system. 

Cyanosis is not always strictly congenital. It 
may be absent in any noticeable degree during in¬ 
fancy, only to set in conspicuously a little later, as 
the disproportion increases between the contracted 
pulmonary circulation, and the respiratory needs of 
the growing body; and when venous congestion 
supervenes, as in most cases it does, sooner or 
later, the darkness of the blood is rendered more 
apparent. Of recent years a good many haemo- 
cytometric observations have been made in con¬ 
genital heart disease, to the effect that the blood 
is in a state of concentration as regards the red 
corpuscles, which have been found in nearly 
twice the normal number. This concentration 
of the blood can hardly be regarded as a leading 
factor in the cyanosis, though it must, of course, 
intensify the colour, and may help to explain the 
extreme depth of tint that is sometimes attained. 

The special result of venous congestion is the 
well-known clubbing or bulbous enlargement of 
the terminal phalanges of the fingers and toes. 
Clubbing takes time to develop, and is not seen in 
perfection till the end of childhood or later, when 
it may present the most striking and grotesque 
appearance, the peculiarities of form being en¬ 
hanced by the special discoloration of the same 
parts. ‘ 

In the absence of cyanosis and all that it con¬ 
notes, congenital heart disease loses most of its 
recognised characteristics, but by no means all its 
importance. 

Serious trouble sometimes arises from dilata¬ 
tion of the pulmonary artery beyond the obstruc¬ 
tion, a condition which is not so much con¬ 


genital itself as a gradual and progressive result of 
the congenital weakness of the vessel. Apart from 
patency of the ductus arteriosus, which is perhaps 
its commonest cause, such dilatation occurs mainly 
in cases where the septum of the ventricles is 
closed, and stenosis at the pulmonary valves is 
fairly compensated by hypertrophy of the right 
ventricle, cases, that is, in which cyanosis is pro¬ 
bably absent. Mr. Holmes has recorded a remark¬ 
able case of this kind, in which he was led to tie the 
qarotid artery under the belief that the condition 
to be dealt with was aneurysm of the transverse 
arch of the aorta. The patient was a young woman 
with a loud, harsh bruit over the whole chest, a 
thrill over the first two spaces on the left side, and 
violent pulsation as high as an inch above the cla¬ 
vicle. She suffered from grievous dyspnoea, pain 
between the shoulders, and occasional haemop¬ 
tysis ; and, as if to clench the diagnosis of aneu¬ 
rysm, no pulse could be felt in the left arm. Upon 
her death from phthisis twelve years after the 
operation, the case proved to be one of enormous 
dilatation of the trunk and left branch of the pul¬ 
monary artery in connection with congenital steno¬ 
sis at the valves, to which condition most of the 
symptoms which were attributed to aneurysm had 
evidently been due. 

In the more usual case, where the stenosis has 
been occasioned at an earlier stage of develop¬ 
ment, and patency of the septum diverts the stress 
of the pulmonary circulation, the artery remains 
atrophic and small in calibre. Contrary to what 
might be expected, the contracted vessel very 
rarely becomes the seat of thrombosis. One of my 
own cases proved fatal in this way during a severe 
attack of broncho-pneumonia, and I have notes of 
another under the care of Dr. Howship Dickinson, 
at Great Ormond Street, in which the same thing 
happened in the course of scarlatina. The occur¬ 
rence of thrombosis, however, is quite excep¬ 
tional ; and,. speaking. generally* congenital heart 
disease is associated with defective coagulability 
of the blood, and not only exemption from throm¬ 
bosis, but an undue liability to haeinorrhages. The 
haemorrhagic tendency is not spontaneously mani¬ 
fested in every case, nor is it necessarily brought 
out by surgical accidents or operations even in 
eyanosed patients; but its general prevalence in 
congenital heart 'disease is an bid fact &nd. beyond 
dispute. 
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I have elsewhere recorded a case of pulmonary 
stenosis and patent septum without cyanosis, in 
which the tendency was so pronounced that the 
question arose whether the patient was not the 
subject of true haemophilia. 

There is one disease above all others to which 
the subjects of pulmonary stenosis betray an exces¬ 
sive proclivity—tuberculosis of the lungs. The 
proclivity exists in children from the earliest years, 
though it naturally shows more plainly as they 
grow older. If they live long enough they die of 
phthisis; but in children the tubercle is often 
abdominal as well as thoracic, and not seldom intra¬ 
cranial, proving fatal by way of meningitis or 
cerebral tumour. They are said to be specially 
liable to cerebral abscess, and Sir Dyce Duck¬ 
worth, in his lectures on the Sequels of Disease, 
mentions the case of a young woman who died of 
suppurative meningitis, presumably a sequel of her 
pulmonary stenosis. However, it may be doubted 
whether there is any connection with intra-cranial 
suppuration other than occurs by the recognised 
channels. As for cerebral abscess, it may be re¬ 
marked that tubercle is not always obvious as such 
when it takes the form of a soft and quasi-sup¬ 
purating tumour in the substance of the brain. 
One of my cases proved fatal from cerebral abscess 
in connection with ear disease, the morbid se¬ 
quence being possibly facilitated by the malnutri¬ 
tion of the tissues in a stunted and cyanosed 
child. In the last case of pulmonary stenosis re¬ 
corded by Dr. Peacock, although the brain was not 
examined post mortem, it may be fairly assumed 
that the same thing took place, for the fatal ill¬ 
ness began with earache, and ended in paralysis, 
convulsions, and coma. 

In conclusion, it is well to remember that, gene¬ 
rally, two influences have been at work upon the 
heart before birth—an error in development as the 
primary fault, and endocarditis. The practical 
importance of the developmental factor is that the 
cardiac lesion is pretty frequently associated with 
some more obvious malformation elsewhere, on 
account of which the child may be brought up for 
advice or operation. According to Dr. Archibald 
Garrod, these associated errors of development are 
of the most diverse kind, including all the com¬ 
mon varieties of external and internal deformity. 
In the case of an ordinary deformity, such as 
talipes or harelip, it is always worth while to 


examine the heart, and still more when the de¬ 
formity is a rare or severe one. ■ 

The fact that endocarditis plays a certain secon¬ 
dary part in the causation of congenital heart dis¬ 
ease does not seem to be 6f general significance. 
The old observation of Sir James Paget, that parts 
which are defective in structure are unduly prone 
to become diseased, explains the frequency with 
which endocarditis is engrafted on the malforma¬ 
tion before birth, and also afterwards. But in a 
small minority of cases the primary cause of the 
pulmonary stenosis is foetal endocarditis, presum¬ 
ably of rheumatic origin; and here a special ten¬ 
dency to rheumatism in after life may reasonably 
be looked for. However, it would seem that these 
cases are too few to affect the average, and, taken 
altogether, children with congenital heart disease 
are not specially liable to rheumatism. They do 
suffer from rheumatism, both articular and car¬ 
diac, but not more frequently than other children, 
though the results as regards the heart are neces¬ 
sarily more disastrous. 


Treatment of Alopecia Areata. 


“ Since time may in most cases be trusted to cure 
the disease, it may even, if desired, be left to that; 
but there is no doubt that treatment hastens 
recovery. It is usually difficult to satisfy oneself 
what the improvement in any case is due to. Thus, 
while three cases in succession may appear to yield 
readily to some particular application, the next 
thirty may be entirely uninfluenced by it. With 
this reservation I would put the remedies for 
alopecia areata in the following orderFirst, 
sulphur, which was first recommended by Thin, 
and recently, on the re-discovery of the organism, 
by Sabouraud; sulphur ointment, rubbed in vigor¬ 
ously twice a day, has an excellent effect on some 
cases. Second, chrysarobin ; this may be applied 
either dissolved in chloroform or in the form of 
the chrysarobin stick ; it is a favourite with many. 
Third, perchloride of mercury in spirit, £ to 1 per 
cent. Other remedies used are turpentine, paraffin 
oil, or ammonia lotion—a favourite remedy of 
Allan Jamieson :—Liq. Ammoniae fort., Chloro- 
formi, Olei Sesami, aa Jss ; Olei Limonis, Jss ; Spt. 
Rosmarini, ad ?iv. To be used cautiously until 
tolerance is acquired.” 

The above is an extract from the useful and well- 
illustrated volume by Dr. Norman Walker, entitled 
4 An Introduction to Dermatology,’ and published 
by John Wright and Co., of Bristol. The book is 
a good one, and is sure to secure a , wide circle of 
readers. 
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Gentlemen,— In a previous lecture we went over 
the anatomy of the biliary ducts, and considered 
the simple cases where a stone gets fixed in the 
cystic duct, causing hydrops of the gall-bladder, 
and the operative treatment connected with it. 
You will remember that, following the teaching of 
those who have had the greatest experience in the 
subject, stress was laid upon the fact that in the 
operation of cholecystotomy, the edges of the gall¬ 
bladder should be stitched, not to the skin, but to 
the aponeurosis and the muscle. In other words, 
let the mucous membrane lie back from the skin, 
and then only will the fistula close quickly, pro¬ 
vided the obstruction in the bile-ducts has been 
removed. If it does not do so, a subsequent 
plastic operation is an easy affair. But one’s 
natural temptation in operating for the first time 
on the gall-bladder and performing cholecysto¬ 
tomy is to stitch the mucous membrane to the 
skin, the result being that the fistula closes with 
great difficulty and a plastic operation may readily 
fail. 

Now I may remind you that it is exactly twenty 
years since the late Mr. Lawson Tait, who died 
the other day, opened the subject of the surgery 
of the gall-bladder in England by successfully 
performing a cholecystotomy for impacted stone. 
That was the pioneer operation, only twenty years 
ago, so that probably many points in connection 
with the subject are still uncertain and well Worthy 
of study, even though the number of cases that 
one can bring together for the purpose is not 
large- I have put together and analysed all the 
Operations for gall-stones and'oh the gall-bladder 
irk the London Hospital since the first Operation 
in 18&2', which was done Ljy Mr. Treves. % will 
give you the summarised results* because.there is 
riotbihg so remorselessly true as statistics -from hos¬ 
pital records. Let J hie remind you also of one 
point, and fhat is the bxtrebnie frkqti'enc^ J o^ gall 7 
stones. The. rpost striking statistic is that col¬ 
lected by three German physicians, who, out of 


[February 7 , 1900 . 


10,800 post-mortems conducted specially with 
regard to this point, found gall-stones present in 
no less than 1029. In other words, taken in the 
gross it was found that one in ten or one in eleven 
people have gall-stones. One need hardly say that 
in a large proportion of such cases the gall-stones 
give rise to little or no trouble, but in many they 
do, and you are certain, in private practice, to 
come across cases of gall-stones and the interesting 
complications they give rise to. 

Before going any further, let me give you the 
statistics of the hospital records. Up to the end of 
last year there were thirty-seven operations done 
here on account of gall-stones—I mean operations 
on the gall-bladder or its ducts. Of all the cases 
in which the gall-bladder was opened, it was 
found advisable to leave one or more calculi im¬ 
pacted in at least nine (that is 25 per cent.). In 
one of these nine cases, twenty-two stones came 
away subsequently per rectum ; in other words, they 
found their way down the duct. In a second case 
the obstructing stone was removed by operation 
through the fistula five weeks after the first chole¬ 
cystotomy. Of the remaining seven patients, one, 
a man aged sixty-four, died five days after the 
operation, and the other six left the hospital with 
biliary fistulae. 

The gall-bladder was sutured and returned after 
removal of the stone ill two cases, of which one 
recovered and the other ended in death. That is 
the so-called ideal cholecystotomy. You will 
notice that of the thirty-seven cases, in only two 
was this ideal operation performed, for reasons 
which will readily occur to you. It is never safe 
to do the ideal operation when there is doubt as. 
to the permeability of the cystic and common bile- 
ducts. One of these perfect cholecystotomies 
resulted in complete cure and the other in death. 
Both the subjects were women, one aged twenty- 
five and the! other aged thirty^five. In the fatal 
case sudden dySpncea and 1 heart failure occurred 
twenty-four hours after the Operation, almost cer¬ 
tainly from leakage and acute peritonitis; J 

TJie contmofi duct was iheised in only three Cases 
to get out tWe stones and subseqiftewtly sutured; 
two proved fatal from adute peritonitis and : col¬ 
lapse, and : one*recovered. -The'latterwas a tfiost 
remarkable ; case^ urider the care of Mr: E. Hftnty 
Fenwick, in which there had been attacks of colic 
followed by heematuria:; a calculus' was suspected 
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in the right kidney. A lumbar incision was made, 
and twelve stones removed from the common bile- 
duct from behind. 

Now there are many cases in which the gall¬ 
bladder becomes distended from single or multiple 
calculi* becoming impacted, and for long only 
slight symptoms result from such distension. The 
mere presence of the tumour may cause but little 
pain or inconvenience. Ask yourselves, should the 
case be allowed to go on until severe symptoms 
supervene or should it be operated on? Well, 
When there is reasonable probability that a tumour 
in the upper part of the abdomen is a distended 
gall-bladder, one has no hesitation in saying that 
the case should be operated on in the quiescent 
stage, and that it should not be allowed to go on 
month after month. One of the most important 
reasons is that sooner or later, with distension of 
the gall-bladder, the contents (mucus mixed or not 
with bile) become infected and suppurative chole¬ 
cystitis occurs. The late Mr. Lawson Tait pointed 
out that cholecystitis occurred more frequently 
when there was a single stone than when there 
were multiple ones. To illustrate that, I described 
last time a case I operated on with complete 
success of suppurative cholecystitis caused by the 
single stone* which I show you. It is rather rough, 
but very small and light, and is one which you 
would not think likely to cause trouble. This 
specimen is a good example of a gall-bladder 
crammed with stones, in w r hich suppurative chole¬ 
cystitis would be rather an improbable complica¬ 
tion. 

The invasion of the interior of the gall-bladder 
by septic germs presumably occurs through its 
wall from the colon or duodenum—most likely 
the colon—or possibly up the ducts. At any 
rate it is an infection from below. The specimen 
i show you is an excellent one, which Dr. Keith 
put up to illustrate the inferior relations of the 
gall-bladder. You will see hbw the proximal end 
rests on the colon, the dikal end on the-duodenum. 
You know that aftei* death the biliary staining of 
these organs occurs with rapidity; and ho doubt 
during life micrO-orgamsih^ find their wa^ easily 
through if' there is rfntktion of the wall With 
Sadhesions.’ SuppitifatiVe cholecystitis may super¬ 
vene at any tiihe, "and if the gall-bladder does 
inflame, ft may set up peritonitis without a:nf per¬ 
foration of : the wall. Of this complication'there 


have been many examples in the hospital,—that is 
to say, peritonitis occurring without actual per¬ 
foration of the wall of the gall-bladder, just as you 
see the vermiform appendix setting up local or 
even general septic peritonitis, although there is 
no actual hole through the appendix. 

Then, again, an inflamed gall-bladder or duct 
may cause intestinal complications apart from peri¬ 
tonitis. It is occasionally the catlke of volvulus of 
the intestine from reflex localised peristalsis, and 
also in a few’ other ways. There~was an excellent 
example in the post-mortem room some time ago, 
in which there was a plugged cystic duct frith a 
volvulus of the small intestine near the caecum. 
Then the distended gall-bladder may rupturb, and 
moderate straining may be sufficient to bring that 
about Then there is supervention of ulcers of 
the wall of the gall-bladder, leading to changes 
w T hich may render operations extremely difficult. 
Here is an example of a gall-bladder in which the 
distal part has been almost cut off, owing to stric¬ 
ture following ulceration from calculi. Here is a 
good example of extreme thickening and shrinking 
of the gall-bladder in connection with gall-stones. 

There is a final reason for advising operation, 
namely, that it is probable the irritation of calculi 
in the gall-bladder sometimes leads to the super¬ 
vention of cancer. The connection between gall¬ 
stones and cancer, either of the cystic or of the 
common bile-duct of the liver, of the pylorus, of 
the head of the pancreas, and of the duodenum, is 
very well known,* and although many cases are to 
be explained by this fact, that the cancer is a pri¬ 
mary one below, that it obstructs the ducts and 
causes the formation of calculi, there are others in 
which the calculi are primary and the cancer 
secondary. The great contra-indication for opera¬ 
tion in cases of gall-stones and distended gall¬ 
bladder, is the presence of malignant disease, very 
often attended by severe jaundice. In these cases, 
although the gall-bladder may Be distended, and 
yoii fnay attempt to relieve the patient by produc¬ 
ing a biliary fistula • arid so allowing the bile to 
drain away, relief Is so temporary, and the risks 
arising from operation are so much increased, that 
I believe it is rarely advisable. I lately had a case 
of this natufe sent in as One of gall-stones. Thb 
patient was an dderly worfiah, who had severe pain 

* Professor Czerny out of ri6, of ga^tones 

operated on found cancer present in thirty (25 per cent.). 
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about the liver region, with occasional vomiting; 
she was becoming jaundiced, and the gall-bladder 
could be felt to be somewhat distended when she 
was under an anaesthetic. I did an exploratory 
laparotomy, and found carcinoma extensively in¬ 
vading the pylorus and the stomach; This no 
doubt pressed-on the common bile-duct behind 
the first part of the duodenum, and had caused the 
distension of the ./gall-bladder and the jaundice. 
No calculi could r be felt in the gall-bladder, and 
even if they had been, I should have left such a 
case alone, because one would not have done any 
good by producing an artificial biliary fistula, and 
it was impossible to do even a gastro-jejunostomy 
owing to the fact that the stomach wall was so 
infiltrated. 

To pass to another point. What happens if 
Nature takes the place of the silrgeon in removing 
the calculi from the gall-bladder? Many of the 
small ones pass down the ducts, but if they are 
large that is unlikely to occur, and they tend to 
cause ulceration of the wall of the gall-bladder, 
and ultimately fistulas in various positions, of 
which you need only remember two or three as 
being the most important. The anatomical rela¬ 
tions of the part will suggest them. They are 
duodenal, colic, and pyloric, of which the duo¬ 
denal and the colic are by far the most frequent. 
Remember that biliary fistulae into the duodenum, 
due to gall-stones, are twice as common as those 
into the colon, whilst into the stomach itself they 
are very rare. Nevertheless gall-stones are occa¬ 
sionally vomited, owing to their having been 
emptied into the stomach. Some of the fistulae 
formed in this way by Nature between the 
duodenum and the gall-bladder, or between the 
colon and the gall-bladder, are remarkably neat 
bits of work, and could not have been improved 
upon by the surgeon. I show you a specimen 
from our museum which illustrates this well, from 
a case operated upon by Mr. Openshaw for gall¬ 
stone impacted in the small intestine. You will 
see the fistula with a perfectly smooth edge, com¬ 
municating between the duodenum and the gall- 
bladder. Later on that patient got acute intestinal 
obstruction from plugging of the small intestine. 
There is a similar specimen in St. Thomas’s 
Hospital Museiim, where the stone was very large 
(one and a half inches in transverse diameter) 
and impacted in the intestine. The fistula result¬ 


ing from the passage of this stone from the gall¬ 
bladder into the duodenum is only one third of an 
inch in diameter, showing how it has contracted to 
one fourth of its original size. There are some 
rare and interesting fistulae, such as those into the 
urinary bladder, on which an octavo volume was 
written a good many years ago. Gall-stones may 
escape into the general peritoneal cavity, and in 
many instances they work out on to the surface of 
the skin. They then tend to come through at or 
near the umbilicus. They occasionally pass into 
the pelvis of the right kidney, and so down the 
ureter; occasionally also they have made an exit 
through the loin. In fact, it would be difficult to 
say where they have not ultimately worked out. 
But the duodenum and the colon are the common 
situations, and the first is twice as common as the 
second. 

This specimen is a very interesting one, illus¬ 
trating the fact that although the stones may pass 
into the duodenum, the patient may yet die from 
obstruction in connection with the fistula and not 
from any true impaction. The patient was a man 
aged fifty-nine, who four years before had an 
attack of colic, and passed one hundred stones per 
rectum. He had jaundice, but seemed to entirely 
recover, having no further attack until Christmas, 
1898. I should say he had had an operation for 
hydatid cyst of the liver twenty years before, but 
post mortem it was shown that that had nothing 
to do with the complications of which I am speak¬ 
ing. At Christmas, 1898, he began to get disten¬ 
sion of the stomach and obstructive symptoms, 
and solid food gave him pain. He vomited occa¬ 
sionally, and steadily lost weight. With those 
symptoms of pyloric obstruction becoming much 
more acute a few days before he was admitted, 
the prognosis had been made by the doctor who 
sent him in that it was a case of fibrous stricture, 
or some non-malignant obstruction in the region of 
the pylorus, which is exactly what it turned out to 
be. In my absence my colleague, Mr. Dean, 
operated, finding an enormously distended stomach 
and a hard lump in the neighbourhood of the 
pylorus. Beyond that it was impossible to make 
anything out. Mr. Dean performed a gastro¬ 
jejunostomy by means of Murphy’s button, which 
you will see in position in the specimen, and the 
cause of the obstruction was left doubtful. The 
patient did not rally, and at the post-mortem 
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examination a large fistula was found between the 
gall-bladder with a number of small stones in 
transit. There was a great deal of thickening 
around the first part of the duodenum; so that 
even though the gall-stones had found a free exit 
into the intestine, the inflammatory thickening and 
interference with the action of the stomach and 
bile, and the constant escape of gall-stones had set 
up such distension, that the patient ultimately 
died. 

Sometimes a small localised abscess occurs, close 
to the gall-bladder into which the stone escapes, 
and I had the opportunity of operating on such a 
case just as the stone was in transit. This is a 
very rare event, and I will therefore give you 
briefly the notes of the case. The patient was a 
man aged forty, who was somewhat jaundiced, who 
had signs of septic trouble in the right hypochon¬ 
driac region, i. e. rigors and febrile temperature 
with fearful pain just under the liver, and sym¬ 
ptoms of obstruction, that is to say, obstinate con¬ 
stipation and sickness. Those were the chief 
signs, and there was a history of previous biliary 
colic. We were able to form a positive diagnosis 
from the fearful pain he experienced with these 
febrile symptoms, pointing to localised abscess, 
showing that there was acute inflammation attend¬ 
ing the escape of gall-stones. I cut down with as 
much care as possible, explored the under surface 
of the gall-bladder, and found a circumscribed 
abscess cavity leading into the gall-bladder by a 
small aperture, with a stone just on its way out. 
The stone was removed and the parts cleansed, 
but it was impossible to sew up the under surface 
of the gall-bladder, as the opening was too far 
back; one could only drain the loin and pack with 
gauze, so as to endeavour to prevent general peri¬ 
tonitis. However, there was no doubt that he had 
already commencing peritonitis, and this proved 
fatal in spite of the operation. I believe there are 
only a very few cases on record where surgical 
interference at such a stage has been successful; 
but, unfortunately, under the circumstances it is 
the only thing to do. If there is an abscess around 
the gall-bladder you must operate on it; and I 
would mention what has beep pointed out in this 
connection, that the space between the liver above, 
the kidney on the inner side, and the iliac crest 
below, is one which you have to drain most care¬ 
fully. It is often capable in the adult of holding 


a pint of fluid, and is a space which is apt to be 
forgotten. If the stone has worked through into 
the colon, it will probably cause no further trouble 
and will be passed easily; but if it works into the 
small intestine it may cause trouble by blocking 
the ileo-caecal valve, or more probably the narrow 
part of the small intestine at the lower end of the 
ileum. Biliary calculi have even become im¬ 
pacted in the appendix. The stone I show 
you is one which I removed from a case of intes¬ 
tinal obstruction, and I want you to notice its size 
and weight. It is the same size as the ordinary 
Murphy’s button, though much lighter, a fact of 
some interest. It was firmly fixed in the small 
intestine. 

The total operations for such obstruction by 
gall-stones actually impacted in the intestine have, 
I believe, only numbered three at this hospital: a 
successful one published by Mr. F. S. Eve,* one by 
Mr. Openshaw, and mine is the third. Mr. Eve’s 
case recovered, and mine also recovered after 
going through a most critical illness. Mr. Open- 
shaw’s may fairly be said to have died cured. I 
show you the intestine; the line of suture was 
perfect and it was water-tight. The patient was 
seventy-four years of age, and she died of shock 
after the operation. She certainly could not have 
recovered without the operation. In my case the 
obstruction was, curiously, fairly high up, a long 
way above the ileo-caecal valve. 

The following is a brief abstract of the notes. 
My patient was a woman who, at the age of sixty, 
had been seized with excessive epigastric pain, 
vomiting, and collapse, the symptoms lasting a 
week and recurring at short intervals of time. In 
the autumn of 1893 she came under Dr. kagan 
with a comparatively slight attack. Six months 
later she had another attack lasting for a month. 
Dr. F. J. Smith saw her in consultation, and im¬ 
pacted gall-stones were diagnosed. She obtained 
marked relief from a mixture containing bella¬ 
donna, strychnia, and dilute nitro-hydrochloric 
acid. In November, 1896 (three years later), at the 
age of sixty-four, she had a very severe attack, 
worse than any other, with uncontrollable vomit¬ 
ing, with such pain that she was bathed in cold per¬ 
spiration. Opium and sulphate ot magnesium hav¬ 
ing failed to relieve her, she was sent into the Lon¬ 
don Hospital, and was operated upon the same day. 

* In the Clinical Society’s ‘Transactions.’ 


Digitized by 


Google 



254 The Clinical Journal.] 


MR. JONATHAN HUTCHINSON, JUN. 


[February 7,190& 


This was on the third day of the worst attack she 
had ever had; the vomiting had become feculent, 
and she had been unable to retain any food, 
either solid or fluid, for three days. She was 
very prostrate, with subnormal temperature and a 
small, quick, intermittent pulse. From the 
history the diagnosis of intestinal obstruction due 
to impacted gall-stone was made. Directly I 
opened the abdomen I came upon a loop of small 
intestine in which a stone was tightly fixed. The 
intestine above was seen to be greatly distended 
and inflamed, and it was extremely contracted 
below the site of the stone. The calculus was 
the size of a walnut, one and one eighth inches in 
transverse diameter, and so firmly fixed that it 
was quite impossible to push it on, and very diffi¬ 
cult to move in the opposite direction. The 
exact site of the obstruction was jiot made out, 
for obvious reasons, but it was many feet from the 
ileo-caerad valve; I believe it was in the jejunum. 

Now what course of procedure should one 
adopt in such a case ? Ought one to endeavour 
to push on the stone? Ought one to crush it 
with needles, forceps, and so on? Or ought one 
to incise the intestine and remove the stone, doing 
it, if possible, in a comparatively healthy part 
above the site of impaction. In my case it was 
impossible to push it on at all; it would have 
required a lot of force to have even moved it 
upwards. I had, therefore, no alternative but to 
divide the intestine longitudinally opposite the 
mesentery, making an incision just long enough 
to get the stone out, and then carefully sew up 
the wound again, first with a continuous suture 
through the mucous membrane, and then Lem- 
bert stitches through the. peritoneal, muscular, 
and submucous coats. The escape of fluid was 
prevented by pressure on the gut above. The 
whole operation occupied half an hour. The 
patient having undergone seventy-two hours of 
starvation before the operation, she was extremely 
feeble and constantly vomiting. The operation 
was performed on November 7th, and on the next 
night, twenty-four hours afterwards, she was very 
restless and had much pain in the abdomen. The 
pulse became frequent, and she was evidently 
very prostrate. This state continued during 
November 9th, and three days afterwards, in spite 
of stimulants being given freely, such as brandy 
administered by the mouth, and strychnine injec¬ 


tions from time to time, she was as near death as 
I have ever seen a patient. The respirations 
were sighing and very shallow, the pulse hardly 
perceptible at the wrist, arms and legs cold, skin 
of the face and body clammy, and a peculiar 
corpse-like odour present. In fact, the case 
looked hopeless. There were no decided signs of 
peritonitis. She slowly improved after that, owing 
to digitalis, strychnia, brandy mixture, and feed¬ 
ing most thoroughly with fluid food as well as 
enemata. It is now over four years since the 
operation, and I know she is in good health. The 
doctor has promised me that if he can possibly 
so arrange matters we shall have an oppor¬ 
tunity of obtaining the specimen. It would be 
very interesting to see the gall-bladder. The 
stone must have been a solitary one, as she has 
never had another attack of biliary colic. 

If you want to see the opposite side of the 
question, which has caused a good deal of debate, 
that is, whether gall-stones impacted in the intes¬ 
tine should be left alone or not, you cannot do 
better than look at my father’s articles in the 
‘ Archives of Surgery.’ In that publication he 
has discussed the reasons for taking a conserva¬ 
tive view. After I have had his experience, 
perhaps I shall be less keen on operation; but at 
present I believe that the operation gives the best 
chance, and at any rate saves patients (as in my 
case and Mr. Eve’s) who would otherwise cer¬ 
tainly have died of intestinal obstruction. There 
are many specimens showing fatal obstruction 
from gall-stones in the intestine to be found in 
the various hospital museums. On the other 
hand there are many in which gall-stones, as large 
as the one I show you, have been passed per 
rectum after the patient has been excessively ill 
and seemed likely to die. M. Pauzet collected 
the records of twenty-one abdominal sections for 
obstruction of the intestine by gall-stone, out of 
which only six were followed by recovery, so that 
one fully grants that every successful case is 
pulled out of the fire. That was in 1892, and I 
have no doubt we get rather better results now. 
Two recoveries out of the three cases at this 
hospital is distinctly favourable. There is one 
case, everywhere quoted, in which Mr. Clutton, 
of St. Thomas’s Hospital, opened the abdomen* 
found a gall-stone impacted near the ileo-csecai 
valve, and pushed it on with his fingers through 
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the valve, the patient recovering. But from the 
evidence of specimens, it is very unlikely for such 
a fortunate possibility to happen to us. The 
stone may be in the lower end of the ileum, but 
even then it will probably be impossible, without 
unjustifiable violence, to push it through the 
valve. 

I wish now to allude to one or two cases of 
mistakes in the diagnosis, and those errors which 
I shall speak of are, of course, my own. I will 
leave intestinal obstruction from gall-stones, and 
turn to gall-stones in the gall-bladder causing dis¬ 
tension. It is not easy to always distinguish these 
cases. As you know, biliary colic is sometimes 
remarkably like renal colic, and vice versa. A 
history of jaundice may be entirely absent; in 
many of the cases I have seen it has been. More¬ 
over, on looking up the post-mortem records, it 
is remarkable how often one finds biliary and 
renal stones occurring in the same subject, so 
that the same patient may have at one time renal, 
and at another biliary colic. There are many 
conditions which may be mistaken for obstruction 
of the cystic duct due to gall-stones. I will men¬ 
tion three, illustrating two of them by cases of my 
own. A very stout man of about fifty years of 
age presented a roundish swelling just below the 
ribs, slightly outside the tip of the ninth rib. He 
was slightly jaundiced, and the rounded swelling 
was dull on percussion. It moved moderately 
with respiration, and was believed to be a dis¬ 
tended gall-bladder. But on operating it proved 
to be a cyst containing blood in the transversalis 
muscle, just where it arose from the lower ribs. 
There was a considerable cavity containing blood, 
but the gall-bladder was not involved. The 
patient died later on with extreme cirrhosis of 
the liver and ascites. I lately operated on a 
woman with a tumour extending down from the 
liver region as low as the umbilicus, evidently 
attached to the abdominal wall and bulging 
under the skin. It felt hard and lumpy but 
softer in parts, and suggested very strongly an 
inflamed gall-bladder, which was adherent to the 
abdominal wall and in which calculi were work¬ 
ing out. Tne tumour proved to have no connec¬ 
tion with the gall-bladder at all; it was a haemor¬ 
rhagic, fibrous sarcoma, growing from the deep 
part of the abdominal w^ll, with cysts in it. These 
are mistakes which one would think should not 


be made, but which it is very difficult to avoid 
sometimes. 

Lately it has been pointed out that in tabetic 
subjects you may have hepatic crises, just as you 
may have vesical and rectal and laryngeal crises; 
there may be all the symptoms of obstructed cystic 
duct present, with intense hepatic pain, vomiting, 
and so on, these symptoms clearing up after a 
time and recurring again. In one or two cases in 
which these attacks have occurred, post-mortem 
examination has shown that nothing has been 
wrong with the gall-bladder or the ducts. Of 
course, a sceptic may say that there may have 
been a stone at the time of the crisis, which was 
subsequently passed, but we may fairly assume 
that obstinate spasm of the muscular wall of the 
biliary duct, apart from the presence of a calculus, 
may produce these hepatic crises. This is a new 
subject, and if any of you happen to come across 
these cases, which are very rare, remember that 
they deserve thorough investigation and record. 
To mention now some of the special points in 
connection with operations on the biliary ducts. 

The cystic duct is the one which is usually 
blocked, fortunately, since it is the one most 
easily accessible from the gall-bladder. Any 
scoop used in the extraction of calculi should be 
made somewhat flexible, for fear of damaging the 
duct wall. But after the abdomen is opened it is 
advisable, before opening the gall-bladder, to 
ascertain the position of the calculus from out¬ 
side, because you may have stones in the cystic 
duct, and also in the hepatic duct, or down the 
common bile-duct as well. The hepatic duct pre¬ 
sents singular difficulties. These fifty or more 
gall-stones I removed by cholecystotomy from a 
man with distended gall-bladder a few months 
ago. He died three days after the operation, 
and at the post-mortem examination we found 
that the gall-bladder was quite free, all the stones 
having been removed from it; but high up in the 
hepatic duct was a large stone. Probably no 
surgeon could possibly have got at this stone, or 
could have detected its presence, as it was right 
up in the transverse fissure on the under surface 
of the liver. You will remember the close rela¬ 
tion of the branches of the portal vein and the 
hepatic artery to the hepatic duct and its 
divisions. 

More important are the cases of impaction in. 
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the common bile-duct, where there may be a large 
number of stones. Up to the end of 1898 there 
have been only three operations performed at this 
hospital in which the common bile-duct was 
opened. One recovered and two died from peri¬ 
tonitis. That fact will impress upon you the 
danger of opening the common bile-duct, due 
mainly to the risk of extravasation of bile and 
peritonitis ensuing. Mr Halsted has devised 
some small metal hammers for introducing into 
the common bile-duct whilst its wall is being 
sewn up, and they may possibly be of use. When 
a calculus passes into the common bile-duct it is 
apt to become fixed in the dilated portion or 
ampulla immediately above the duodenal orifice. 
In one of my cases there was a collection of small 
calculi in this position. Completely concealed as 
this part of the duct is by the duodenum, it is 
almost impossible to get at the calculus from 
above or in front. There are specimens illus¬ 
trating this in St. Thomas’s Hospital and the 
Middlesex Hospital Museums. The common 
bile-duct in both cases was greatly dilated just 
before it opened, and it contained a calculus 
firmly impacted, the actual opening into the 
duodenum being of normal size. In at least one 
such case the intestine has been opened, the 
opening of the common bile-duct found and 
dilated, and the stone extracted. The intestine 
was subsequently sewn up and the patient 
recovered. That is surely a triumph of surgery. 

A word or two as to the recent advocacy of a 
lumbar incision to get at the common bile-duct 
where it passes downwards between the duodenum 
and the pancreas. You are directed to make an 
incision as for nephrotomy, to expose the lower 
end of the kidney, to hold that up, to draw the 
colon outwards, then to expose the duodenum 
and draw that outwards, then the vena cava must 
be carefully displaced inwards (and your assistant 
must not be too heavy-handed for this), and after 
discovering a number of lymphatic glands, and 
being probably considerably embarrassed by the 
portal vein and by branches of the pancreatico¬ 
duodenal arteries, you may be fortunate enough 
to come upon a white cord, which is the common 
bile-duct. At the bottom of this deep wound you 
will have perhaps an inch or so to work in. If 
you picture to yourself that operation on a very 
stout patient, you will agree that no proceeding 


could be less promising. It suggests a question 
once set at a Fellowship examination, namely, the 
dissection required to expose the pineal gland 
from the perineum. At the same time it is a fact 
that every now and then with dilatation of the 
duct or abnormally placed gall-bladder, stones 
have been removed from behind, but as a formal 
operation I cannot believe it will ever come into 
use. 

I will now allude to an interesting fact in con¬ 
nection with the escape of gall-stones into the 
intestine. In 1838, at the Medical Society, some 
gall-stones were exhibited which had been passed 
per rectum , and a long discussion took place as 
to how these could have got there. The fact 
that gall-stones would work through into the intes¬ 
tines from the gall-bladder was not realised. 
Apparently biliary fistulae were not known then. 
The interest of the matter is that it was a Mr. 
Hutchinson who brought forward the specimen, 
and a Mr. Bryant who was in the chair, neither of 
these persons being my father or the well-known 
surgeon of Guy’s Hospital. One surgeon held 
that gall-stones were passed in the fluid state 
down the ducts, and solidified in the intestine 
into a stone. The general conclusion was that 
the stone must have been formed in the caecum. 
We now know that these stones are not formed 
in the intestine, but find their way there by ulcera¬ 
tion. We have already noticed how frequent 
gall-stones are; apparently one in every ten adults 
have gall-stones at the time of his or her death. 
I would remind you, in conclusion, of the sort of 
patients in whom these stones are most frequently 
found. Out of thirty-seven cases operated on here 
for biliary r calculi only seven were males. That is 
to say, w r e may congratulate ourselves that females 
are more liable to gall-stones and trouble resulting 
from them than males, and the class in whom 
they occur may be described in the words of an 
epitaph I saw in a country churchyard some time 
ago: “ A lady of bilious temperament and of 
lazy habits of life.” 


The convenience of being able to have the 
wherewithal to make an astringent and antiseptic 
solution always ready to hand, is to be found in 
the potassium permanganate and alum 4 soloid ’ 
now issued by Messrs. Burroughs, Wellcome & 
Co. Each ‘ soloid ’ contains three grains of 
potassium permanganate, and five grains of alum. 
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Compression paraplegia results most commonly, 
first, from new growths nipping the spinal cord ; 
secondly, traumatism causing pressure on the 
cord from displacement of vertebrae, coupled 
with intra-medullary haemorrhage; thirdly, from 
inflammatory mischief surrounding the spinal 
cord or actually in it. These are the three 
commonest clinical conditions. Among rarer 
causes must be mentioned hydatid cysts, which, 
however, are but occasionally met with in this 
country. 

The course of a case of compression para¬ 
plegia is remarkably similar in each instance. 
There is, as a rule, before anything else, a 
gradually increasing motor paralysis; then follows 
affection of the centres (vesical, rectal, etc.) of 
the spinal cord; then the affection of common 
sensation; and lastly, alteration in the conduc¬ 
tion of painful impulses in the cord. We begin, 
therefore, as a rule, in compression paraplegia 
with loss of motor power at the onset of the case, 
and finish with loss of transmission of painful 
impulses at the end of the case. 

As regards the topography of the physiological 
conducting paths of impulses up and down the 
cord, as you already know, the voluntary motor, 
i. e. efferent impulses are conducted down the 
crossed pyramidal tracts, and these lying close to 
the surface of the cord are naturally the first to 
suffer from pressure ; whereas the channels for 
the conduction of painful impressions, as Schiff 
showed experimentally, run up in the grey matter 
near the centre of the cord, and then leave the 
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central region to ascend probably in the antero¬ 
lateral column to the medulla. 

The above considerations fully explain why at 
first, from the situation of the tracts, there is 
motor paralysis, and why at the end there is loss 
of conduction of pain. 

It is usually the case in clinical teaching that 
after stating something positively, one has to 
state exceptions. The only exception I have to 
offer to the usual course I have given you of first 
motor paralysis, then affection of the spinal 
centres, then sensory paralysis, and lastly pain 
paralysis (as we may call it), is this,—that in some 
rare cases of caries in childhood, the first thing 
to attract attention is a paralysis of the spinal 
centres. The explanation of this fact is obvious, 
for it is only comparatively late in life that the 
child learns to control its sphincters. It is an 
acquired physiological process, and therefore it 
is not surprising that in a child, when the cord 
becomes slightly compressed, control of the 
sphincters should be lost, and the sphincter 
paralysis may thus precede the loss of the motor 
control of the limbs. 

Now we must take some of these points in 
detail. 

In the first place we will consider the loss of 
motor power. If the patient comes with complete 
paraplegia, you then have to rely on the history; 
but in any case you ought to investigate the case 
most carefully as regards the question whether 
the loss of voluntary power began first in one 
limb or both simultaneously, because I need 
hardly say that any unilateral symptoms are a 
great help to us in the localisation of a lesion. 

The detection of any unilaterality of motor 
paralysis is therefore the first essential to bear in 
mind when we examine a patient for loss of 
motor power. The next point after unilaterality is 
naturally the question whether the patient is 
suffering from complete transverse separation of 
the pyramidal tracts, or only the involvement of 
a certain number of motor nerve-roots. You 
have therefore to determine whether you are 
dealing with a case of compression of the con¬ 
ducting fibres of the cord, or compression of a 
large number of motor nerve-roots. Practically, 
of course, that means that the mischief is in 
the lower part of the lumbar enlargement, because 
the cervico-brachial plexus is so extended that no 


one lesion would hit all of the roots unless it 
was external and unmistakable. For the detec¬ 
tion of root paralysis I would refer you to the 
text-books, because in all the leading works there 
is now a chapter giving precisely the muscles 
supplied by each root* and clinical detection there¬ 
fore becomes a matter of examining the muscles 
seriatim. 

Now we come to a third condition in regard 
to this motor paralysis, which I may as well dis¬ 
cuss now. Where there is motor paralysis, it is 
not enough to look at the muscles, and by asking 
the patient to try and move his limbs, to deter¬ 
mine that a particular muscle is paralysed. The 
question should further be investigated as to 
whether there is any wasting. Now there are 
two kinds of muscular wasting in these cases. 
There is the ordinary wasting from disuse, and 
there is secondary wasting due to the fact that 
the compression gradually effects an alteration in 
the cord similar to a certain extent to what is 
seen in myelitis, though hardly of the same 
character. This change affects the cornual cells 
like ordinary myelitis, and therefore the nutritive 
condition of the muscles. Hence a marked 
degree of muscular wasting arises, and this wast¬ 
ing is segmental, and not of a root type. This 
follows of course from the fact that a general 
change in the cord naturally involves a large 
number of segments. If, on the other hand, there 
is a marked and rapid destruction of muscle 
tissue according to a definite root arrangement, 
then we know that certain anterior, i. e. motor 
roots are involved, because it is practically im¬ 
possible that individual centres in the cord could 
be so picked out. 

Taking up the next point, namely, affection of 
sensation, it is generally recognised that the para¬ 
lysis of sensory impulses is a most important but 
at the same time difficult matter to precisely 
determine in pressure paraplegia. Unfortunately 
it is a symptom on which we have to rely very 
often for our topographical guidance in operating. 
Paralysis of sensation comes on as a rule after 
the paralysis of motion, and by careful observa¬ 
tion the question whether there is anaesthesia of 
a root or cord type can be fairly readily answered; 
but the difficulty is the accurate determination of 
the upper limit of the area of altered sensation. 
If you do not accomplish this, you will probably 
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be led astray in the operation which you may 
undertake to relieve the pressure. 

I would remind you first, that as regards coarse 
anatomical relations in the cervical region there 
is a difference of a spine between the number of 
a spine and the level of origin of the correspond¬ 
ing spinal nerve, the sixth cervical spine being 
opposite the seventh cervical root. In the mid¬ 
dorsal region we have a difference of two seg¬ 
ments; the seventh corresponds with the attach¬ 
ment of the roots of the ninth dorsal nerve to the 
cord. At the dorso-lumbar junction we have 
from the third lumbar to the last sacral the roots 
all crowded together under a vertebra and a half. 
If then we are going to accept the upper border 
of the anaesthetic area as an indication of the 
lesion, we must compare these relations of the 
spines to the region of the nerve-roots. In all the 
text-books you will find given the relations as 
established, chiefly by Sir William Gowers and 
Professor Reid respectively, and the facts so 
clearly and fully set forth that you will not be 
likely to fall into error in regard to this point. 
What, however, is to be regarded as the highest 
limit of the sensory change in a compression 
paraplegia? It is customary to describe the an¬ 
aesthetic area as being traceable definitely up to 
a certain line (I am speaking now of course of 
what amounts to a complete transverse section of 
the cord), and beyond that there is the zone of 
hyperaesthesia, in my opinion better referred to 
as the zone of paraesthesia, for whereas in some 
cases there is distinct hyperaesthesia, you will find 
in the majority there is not—there is only altered 
sensation. The point I wish to emphasise is 
that in your examination of the patient for sen¬ 
sory change, you must disregard the line of abso¬ 
lute loss of sensation that really tells little or 
nothing, and look for the highest point where 
you get any change in the appreciation of sensory 
stimulation at all, and you must take that as your 
only guide to the locality of the lesion. 

Suppose in a certain case you get a slight 
change of sensation, such as a little pressure 
being felt like a cold touch, you must accept that 
as an indication of the site of the pathological 
change in the cord, and you must disregard the 
fact that the patient can accurately localise the 
touch; you might say it was only a superficial 
alteration in the neighbourhood of the lesion, 


but it really is the point opposite to which the 
lesion must be, and that point is to be determined 
by the anatomical considerations I stated just 
now. There is physiological reason for unex¬ 
pected differences in the height of cord repre¬ 
sentation ; as you know every nerve-root fibre that 
goes into the cord bifurcates into an ascending 
and a descending branch, and of the two the 
descending branch is the most important for 
localisation physiologically. Hence the tendency 
of all clinicians is to put the lesion too low down. 

As regards the question of paralysis of the 
centres, I will not to-cay go into detail on these 
points, but I will merely note in passing that the 
gradual loss of control of the bladder and rectum 
is a matter that has to be dealt with in a different 
way in each individual. 

The condition of the reflexes is of vital im¬ 
portance, and must be our next subject for con¬ 
sideration. 

The superficial reflexes are very valuable from 
two points of view, and since the observations of 
Babinski the superficial reflexes are of very great 
importance, for the question whether the great 
toe extends when the outer border of the sole of 
the foot in the adult is tickled, or whether it 
flexes, is often the determining point as to 
whether the cord is functionally or organically 
disordered. Of the other superficial reflexes, I 
think the more important are the reflex twitches 
of the abdominal muscles in the neighbourhood 
of the umbilicus, for it so often happens that the 
mischief in the cord is situated somewhere about 
the lower portion of the dorsal region, and, as is 
well known, the region of the umbilicus is sup¬ 
plied by the ninth dorsal nerve. The affection of 
a superficial reflex passes through two stages, 
exactly as a deep reflex; the reflex is first exag¬ 
gerated and then abolished. Now abolition of a 
superficial reflex like that of the umbilical region 
is an extremely serious clinical fact, for it means 
that in the area of compression you have so much 
alteration in the nutrition of the cord that its 
reflex function is abolished, and I believe that 
the general loss of all the superficial reflexes 
below the lesion amounts almost to an indication 
of hopeless alteration in the cord. 

It may be said that what applies to the super¬ 
ficial reflexes applies more strongly to the deep 
reflexes, but I am not so sure of that. As regards 
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the deep reflex, of course, the two points we take 
most note of are the knee-jerk and the existence 
or non-existence of ankle-clonus. The knee-jerk 
passes from a stage of exaggeration to one of 
diminution, and finally abolition. Then, again, 
as soon as we arrive at the joint of the abolition 
of the knee-jerk, it is a question whether any¬ 
thing can be done to restore the, functional 
activity of the cord. Every degree of exaggera¬ 
tion and diminution in the knee-jerk will be 
passed through before abolition is reached, and 
this loss is more of importance in relation to a 
sudden injury to the cord, as for instance in frac¬ 
ture. You know that in compression paraplegia 
from fracture, the disappearance of the knee-jerk 
has been put forward as indicating complete 
transverse separation of the cord, but that is not 
quite true; for though it is a serious fact, still in 
every severe pinching of the spinal cord in frac¬ 
ture there is absence of knee-jerk for a certain 
time, though in many it is gradually restored. In 
some, moreover, it does not reappear even after a 
certain amount of recovery of voluntary movement 
has taken place. 

Further, other changes in the tissues of the body 
below the seat of lesion occur which help us fur¬ 
ther to decide what the condition of the cord 
may be. Of these the most definite is the so- 
called vaso-motor paralysis, and it is right, I think, 
to call it so, for in these cases you find that the 
tissues are cedematous, that very often—as in 
some cases of acute myelitis—there is effusion 
into the joints—into the knee-joint for example. 
The whole of such oedema and congestion of the 
skin, and so forth, is not to be accounted for by 
any direct circulatory change or injury of vessels; 
it can only be due to paralysis of the blood¬ 
vessels. This is a most significant sign, to which 
I have paid attention for some years. It is most 
common in cases with involvement of the cervical 
enlargement; no doubt, because through that par¬ 
ticular portion of the cord pass vaso-motor fibres 
to the whole body. The second point is that 
when vaso-motor paralysis occurs, it indicates that 
all the structures of the cord are impaired or tem¬ 
porarily destroyed. I say temporarily, because 
occasionally you will find that the vaso-motor con¬ 
dition gradually passes off; whether it is that the 
lower vaso-motor apparatus takes up the lost 
function or not is as yet impossible to determine. 


For the most part then it is to be regarded as an 
indication of severe damage to the cord, and in 
a case of fracture I regard vaso-motor paralysis, 
when combined with loss of transmission of pain¬ 
ful impulses and disappearance of the deep re¬ 
flexes, as a symptom-complex which is indicative 
of a hopeless condition. 

While mentioning vaso - motor paralysis, I 
cannot leave the question of symptoms without 
drawing your attention to one or two other minor 
points. The first of these is the fact that in the 
cervical region, if you have compression, you will 
observe in a certain number of cases, if the com¬ 
pression be only partial, notable acceleration of 
the pulse from irritation of the cardio accelerator 
fibres as low as the eighth cervical vertebra, at 
which point they issue; some fibres, indeed, leav¬ 
ing as low down as the fifth dorsal. If the case is a 
severe one you may get the very opposite condi¬ 
tion ; you may get paralysis of the cardio accelera¬ 
tor fibres, and then the vagus influence becomes 
paramount This gives rise to a slow pulse, 
which may persist, though the temperature rises, 
because that physiological correlation of the pulse 
and temperature which occurs in fever cannot 
take place; it has been cut out. Then again, in 
such a case, if the lesion be unilateral, you may 
have the further fact that the pupillary fibres from 
the region of the descending root of the tri¬ 
geminus, and coming down the spinal cord, to 
leave at the second dorsal root being injured, the 
pupil on the injured side is narrower and smaller 
than on the opposite side. These last two sym¬ 
ptoms, acceleration or slowing of the pulse and 
pupillary paralysis, are thus only of interest in 
cases of lesion in the cervical region of the cord. 

I will next give you a few details of cases of 
the kind that I have been describing. 

The first is a case illustrative of a new growth 
as a cause of compression paraplegia, and is a rare 
case. It is of considerable interest as illustrating 
many points I have just been explaining, and as 
being an exact repetition of a case I operated on 
twelve years ago. Twelve years ago Sir William 
Gowers and I published a case of myxoma, which 
hollowed out the cord, growing, as it did, on the 
sheath of the nerve-root, forming a small isolated 
tumour, and causing paraplegia of the kind I have 
been detailing, coupled with horrible pain, owing 
to the involvement of the nerve-root. The re- 
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moval of that myxomatous tumour was followed 
by a complete recovery. 

We have had the very counterpart of that case. 
This patient came to this hospital last year. 
There is one curious fact in his history. He had 
all the symptoms of gradual compression—-para¬ 
plegia with great pain—but the day before 
admittance his pain suddenly disappeared and it 
never reappeared. The localisation was easy, 
and on opening the theca of the dura mater I 
found this little tumour which I now show you. 
It is a very small mass, the size of an almond, and 
it is a fibro-myxoma. You can see here on the 
patient’s back, as he sits before you, the scar of 
a laminectomy, and on feeling you will notice the 
absence of the spinous process. When I put the 
growth approximately whence it was removed, 
you see what an extremely small thing is able to 
cause such a grave array of symptoms. There is 
one feature about his case which was not present in 
the other I mentioned, namely, that when the cord 
was exposed there was a yellowish tinge opposite 
the growth, and instead of his beginning to re¬ 
cover in a few days, he did not do so for a month. 
His knee-jerk, as you will notice, is still too brisk, 
and there is a little cross knee-jerk as well. 

In contrast to this case I will recount to you 
another of some interest, which I have recently 
seen in private. It is the case of a gentleman 
aged twenty-four, who for a year had been known 
to have something wrong with the spine, and 
some swelling had been noticed at the back of the 
pharynx. When I examined him two months 
ago, I could not detect any real alteration in the 
pharynx, perhaps the natural curve of the cervical 
region of the spine was exaggerated, but though 
the physical signs were so slight the symptoms 
were fulminating. He had complete paralysis of 
all four limbs and sensory paralysis. He had 
paralysis of the visceral centres, and the com¬ 
pression was so severe at the region of the fourth 
cervical nerve-root, that he breathed in gasps. 
His diaphragm would only work in gasps, and any 
movement turning him on his side produced such 
an amount of dyspnoea that we had to turn him 
back again. 

Differential diagnosis in such a case clearly lay 
between new growth and caries of the spine, and 
though various diagnoses of spinal caries had 
been formed, principally on the strength of the 


slight curve, it seemed to me more likely to be a 
growth. The practical point was the question of 
treatment, and of course directly growth was 
suggested the friends pressed very hard that it 
should be removed. On the view, however, that 
it was a growth also involving the spinal cord, it 
was clear that complete removal was impossible. 
Against my personal wish I operated, on the doc¬ 
trine of giving him a last chance. The first 
question arose, how was any operation to be 
carried out with the patient breathing as de¬ 
scribed? because, as I have seen happen, the 
moment a patient becomes unconscious with this 
degree of respiratory paralysis, the respiratory 
centre fails to effect any contraction of the dia¬ 
phragm. We ultimately settled the difficulty by 
giving him a large quantity of oxygen. We had 
several cylinders of oxygen, and a constant stream 
was poured out just in front of his nose and mixed 
with chloroform; by that means I was just 
enabled to complete the operation. I found his 
cord was involved in a growth which proved to be 
an endothelioma of the dura mater. I removed 
it where it lapped round the dura, but I found 
one place where it had entered the dura through 
a nerve-root, and I abandoned further operative 
treatment. In a few days the dyspnoea dis¬ 
appeared, he began to move his paralysed limbs, 
and it seemed as if I was mistaken, and that the 
case was really one of tubercular granulation 
tissue and not growth. However, afterwards at 
the end of the case, it was proved to be an endo¬ 
thelioma. 

That is a common class of case, and in dia¬ 
gnosis we must think first of caries. I mention it 
because, though the diagnosis is fairly easy in 
some of these cases, the difficulty of diagnosing 
between growth and tubercular disease is very 
often extremely great. Thus in a case which I 
saw with Sir William Gowers he suggested caries. 
There was a small nodule of growth in the erector 
spinse, sloughs on the buttocks, and in every way 
the patient was in a serious condition. On ex¬ 
ploration it was very like the case I have de¬ 
scribed, and a section of tissue viewed under the 
microscope after removal looked like spindle- 
celled sarcoma, but it was a mistake. That 
patient is now well and physically strong. We 
were agreeably disappointed in that case, but it 
must have been a case of genuine tubercular 
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granulation tissue, though microscopically and 
clinically* it looked like sarcoma. 

In compression paraplegia from traumatism, 
you have every degree of injury from the acute to 
the chronic case. In acute fracture of the spine 
I think that every case should be dealt with on 
its own merits, and if we can prove by a review 
of the symptoms that there is no complete divi¬ 
sion of the cord, then I think we ought to operate. 
If we are in doubt and the temperature is not 
rising, we might wait a few days. If there is 
vaso-motor paralysis, of course, we would not feel 
inclined to operate, though remembering that as 
to the hopelessness of cases it is impossible to 
dogmatise. The most hopeless will sometimes 
steadily continue to improve after operative treat¬ 
ment. 

I must now pass on quickly to the question of 
compression paraplegia from inflammatory lesions, 
practically always caries. We have an enormous 
series of cases of paraplegia from caries, many I 
am sorry to say in the adult and a certain number 
in children. In children extension apparatus 
enables us to get over the whole matter, but with 
the adult, unless an early operation is undertaken, 
the case goes from bad to worse. 

The first of the patients I show you in the 
wards is that of an ordinary case of abscess in the 
bodies of the vertebrae, on whom I have per¬ 
formed laminectomy, scraped out the abscess and 
removed sequestra; he is now recovering at a 
rate I have never seen before. He began to 
move his legs on the fourth day after the opera¬ 
tion. I never look for recovery of movement in 
the adult under ten, fourteen, or twenty-one days. 

Next to him is a case of a man who is one of 
the very worst class of cases. He had an enor¬ 
mous abscess in the bodies of his vertebrae which 
I operated on, and you will see the wasting due 
to the so-called myelitic change in the cord, with 
the tendency to bedsores. 

In the third bed you see a case of very severe 
caries which I have also operated on. I found 
an abscess in the spine involving the nerve-roots. 
He has had great pain, which is a very rare thing 
in caries of the spine. In all these the patients 
have recovered power very rapidly. 


A CLINICAL LECTURE AT THE 
LONDON HOSPITAL, 

October 23rd, 1899. 

BY 

G. E. HERMAN, M.B., F.R.C.P., F.R.C.S. 


Gentlemen, —To-day I am going to speak about 
two cases of pelvic haematocele and one of dys- 
menorrhcea. 

The cases of haematocele are instances of effu¬ 
sion of blood into the peritoneum. In both cases 
an operation was done. But although they were 
alike in that respect, they differed in other im¬ 
portant respects. One difference was as to the 
reason for operation. In one case the peritoneal 
cavity was full of fluid and clotted blood; in the 
other the blood was clotted, and was confined in 
a space limited by adhesions. In clinical usage 
the term haematocele is often restricted to the 
cases of the latter kind—those in which a mass of 
clotted blood is contained in a space bounded by 
adhesions. Dr. Barnes applied the term “ haema¬ 
tocele” to all cases of effusion of blood into the 
abdomen, making a distinction between “ cata¬ 
clysmic ” haemorrhage and ordinary haematocele. 

Operation was done for a different purpose in 
each case. In the case in which the blood was 
free in the abdomen, operation was done to stop 
the bleeding, and so to prevent death from 
haemorrhage. In the case in which the clot was 
contained in a space limited by adhesions, it was 
not done to save life, because the patient’s life at 
that time was in no danger. It was done to save 
the patient from a long illness. If operation had 
not been done in the first case, the bleeding might 
have gone on until the patient died. It is not cer¬ 
tain it would have gone on, because in some of 
these cases, when the patient has got very 
collapsed, the bleeding has stopped, and the 
patient has ultimately got well. But one cannot 
count upon that occurring. Therefore the 
necessary treatment when there is bleeding in the 
abdomen is to open the abdomen and get at the 
bleeding part. 

In the other case, if the patient had been left 
alone the probability is that she would have got 
well; but it would have been three or six months 
before she did get well. The tumour might have 
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suppurated, and I. think it probably would have 
done so, because her temperature was somewhat 
raised. The main object of the operation was to 
save the patient from a lingering illness. The first 
patient was a woman aged twenty-five, married, 
had had two children, one aged six years and one 
six months. She had been regular until five weeks 
before. Then she missed her menstruation, and 
it was naturally taken as an indication of preg¬ 
nancy. She was admitted complaining of pain in 
the abdomen and down the right leg. She was 
very anaemic. On examination, a swelling was 
felt bulging into Douglas’s pouch. The abdomen 
was distended and tender. The swelling caused 
by the clotted blood is always soft at the begin¬ 
ning ; it does not get hard until the blood has had 
time to clot, and until then there is no physical 
sign. The distension is not very conspicuous, nor 
is fluctuation, as a rule, distinct. During the 
afternoon and evening the anaemia increased, and 
the swelling became larger. Late at night she was 
so bad that the resident accoucheur sent for me. 
The abdomen was opened, and was found to be 
full of dark, fluid blood, and some clots. A rupture 
was found in the tube. The pregnancy was quite 
early. The broad ligaments w T ere transfixed and 
tied, and the tube and ovary removed. In this 
case it can hardly be said that the diagnosis was 
made before the operation, because one could not 
feel absolutely certain that it was a ruptured preg¬ 
nancy. Still, one was practically sure, because in 
women rupture of the Fallopian tube is by far 
the commonest cause of great bleeding in the 
abdomen. In a woman who has had no marked 
symptoms pointing to any other disease one may 
assume that haemorrhage into the abdomen, in a 
woman of the age to be pregnant, is due to tubal 
pregnancy. 

In the other case the history was clear. Her 
age was thirty-four, married for sixteen months, 
but no children. One well-known feature of 
ectopic pregnancy is that it is often preceded by 
long-continued sterility. The causes which pre¬ 
vent the fertilisation of the ovum sometimes, when 
less powerful, prevent the transit of the fertilised 
ovum into the uterus. As a general rule, if 
pregnancy is to take place it occurs within twelve 
months of marriage. So the fact that this patient 
went considerably beyond that is in harmony with 
the usual clinical history of ectopic pregnancy. 


On the 14th of November she was a fortnight over 
her time, and then she had severe pain and 
haemorrhage from the vagina. She was up and 
about, and what she describes as “ a piece of flesh ” 
came away. It was probably decidua from the 
inside of the uterus. After that she had frequent 
attacks of pain, and had to go to bed. When 
admitted into itie hospital, her temperature was 
ioi° F., pulse no. She was pale, her ab¬ 
domen was tender, and there was a swelling irt 
the right iliac region. The body of the uterus was 
pushed forwards, and there was a large, firm, 
bulging swelling, mainly on the right side. Bv 
the rectum this swelling w r as felt to be convex. 
The fact that it was found not to surround the 
rectum showed that the effusion was into the peri¬ 
toneal cavity, and not in the cellular tissue. An 
incision was made in the vagina behind the uterus, 
and a cavity containing blood-clot w r as opened 
into. This w ? as removed as much as possible, 
partly by the fingers, partly by forceps, and partly 1 
by w r ashing out with a syringe. Then I examined 
the uterine appendages bimanually. On the left 
side I did not feel anything wrong. But on the 
right side, in the situation of the Fallopian tube, 
there was a big lump, and on examining this, one 
came to a hole which would admit the finger. On 
passing one’s finger into this cavity, there was a 
mass adherent to the wall of it. I separated and 
extracted it. The mass had the naked-eye 
appearance of a placenta, and attached to it there 
was what looked like an umbilical cord. 

Sections of this have been made, but the par¬ 
ticular section sent for inspection does not show 
chorionic villi. I have little doubt there are villi 
elsewhere. 

Having removed this mass, the cavity was 
washed out with a solution of boric acid, and then 
lightly packed with iodoform gauze. 

The reason for the choice of the different 
operation in these two cases lies in the difference 
in the object to be achieved. In the one case the 
object was to stop the haemorrhage; and in the 
other to empty the cavity, so as to save the patient 
from a long illness while the blood-clot w f as being 
slowly absorbed. It is easier to remove the 
Fallopian tube and stop the haemorrhage by the 
abdominal route. On the other hand, it is safer 
to let the blood out by the vagina, especially when 
it is encysted, than by the abdomen. 
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The attention of the medical profession was 
called to pelvic haematocele by Nelaton. Before 
his time the existence of haematoceles in the pelvis 
was known, but the symptoms and signs were not 
well understood, and it was Nelaton who taught 
the profession the significance of them. Nelaton, 
by incising these cases and letting out the blood, 
did not obtain good results. So that practice was 
discontinued, and it became the universal teaching 
that pelvic haematocele should always be allowed 
to be absorbed, unless some urgent symptoms were 
present. The reason why the cases which Nelaton 
opened died was that antiseptics were not known 
at that time. Another reason was that he did 
nothing else beyond opening the pelvic haema¬ 
tocele. You will notice that in this case not only 
was the blood removed, but also the placenta. 
The first case, one of tubal pregnancy, ended in 
rupture of the tube. The second case ended in 
what is called tubal mole and tubal abortion. 
These terms are employed because of the exact 
analogy of w r hat takes place in the pregnant tube 
to what takes place in the uterus. When the ovum 
dies in utero haemorrhage takes place, the blood 
clots, and the dead ovum acts as an irritant inside 
the uterus, making the uterus bleed. When a tube 
becomes pregnant, sometimes the same thing 
happens, bleeding takes place into the chorion, 
the blood clots, and then the contractions of the 
tube drive the mole towards the opening of the 
tube; only the tube opens into the peritoneal 
cavity instead of into the vagina. The possibility 
of the mole being moved along by the Fallopian 
tube is not universally held, but there are cases in 
which, on abdominal section, a mole has been 
found loose; so I think sometimes it is so. That 
is what took place in the second patient, who had 
a tubal mole, and tubal abortion was in progress. 
When this process of tubal abortion takes 
place, there is haemorrhage from the tube, 
just as in uterine abortion there is haemor¬ 
rhage from the uterus, and the blood escapes 
from the end of the tube, clots round it, 
excites a local peritonitis, and in that way 
encysts the blood-clot. The original effusion 
is added to, and displacement of the uterus is the 
result. When the blood flows out of the Fallopian 
tube it does not displace the uterus. But in this 
case it has been effused under pressure, and so it 
has driven the uterus forward against the symphysis 


pubis. I did not remain content with simply 
letting the blood out; had I done so, there might 
have been some further haemorrhage from the 
tube. I not merely removed the blood, but 
removed the mole from the Fallopian tube. I have 
no doubt that in two or three weeks the patient 
will go out well. [This prognosis was verified.] 

We know not everything that appertains to the 
behaviour of effusions of blood into the abdomen. 
Collections of fluid blood have been found in the 
pelvis—so that sometimes blood is poured out and 
does not clot,—and we know not upon what they 
depend, therefore I shall not occupy your time 
with them. Haematoceles differ much in the 
rapidity with which the blood is absorbed. Some¬ 
times it is absorbed in two or three weeks, and 
sometimes the blood is unchanged for a long 
time; but you may take it as a general rule, that 
if you have to do with pelvic haematocele, and if it 
is not treated by removal of the blood, but left for 
the blood to be absorbed, often such patients go 
on suffering pelvic pain for three to six months. 
It is for that reason that operation in the second 
case was performed. 

I come to the subject of dysmenorrhoea. With 
menstruation there is almost always some disturb¬ 
ance of health. There is a menstrual cycle. Before 
menstruation there is often some slight elevation 
of temperature and some increase of blood- 
pressure, which subsides after the menstruation is 
over. It is said also that there is increased 
excretion of urea. Most women suffer in some 
degree, if only slightly, with pain in the back, 
lassitude, a feeling of tiredness, and a liability to 
recurrence of any periodic ailment to which they 
are liable. For instance, if a woman is subject to 
migraine, these attacks of headache often coincide 
with menstruation. People who suffer from dys¬ 
pepsia are often dyspeptic at the time of menstrua¬ 
tion. These are general disturbances due to the 
general changes which take place in the monthly 
cycle. Preceding menstruation there is always 
some congestion of the genital organs, and that 
leads to some discomfort in the pelvis. It may be 
general, that is referred to the whole lower part 
of the back and lower abdomen; or it may be 
especially referred to the situation of the ovary. 
This congestion is naturally relieved by the 
menstrual haemorrhage. The amount of menstrual 
haemorrhage depends on the idiosyncrasy of the 
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patient. If a patient who has been accustomed to 
menstruate copiously, and who is not anaemic, gets 
a deficient menstrual flow, such a patient will often 
suffer from increase of pain, which may be relieved 
by taking blood from the uterus by leeches. 
Besides this general disturbance, and besides 
pelvic congestion, there is, with the menstruation, 
an expulsion of the menstrual blood and decidua. 
The menstrual decidua should be broken up into 
a pulp, and passed through the os uteri without 
difficulty; but sometimes, instead of that, the 
decidua is shed in one or two large pieces. The 
blood should be kept from clotting in the uterus 
by the mucus of the cervical glands, but sometimes 
that mucus fails in its object, does not prevent the 
clotting, and so the patient passes clots. In many 
cases in which the patient tells you she passes 
clots, if you get them and examine them you will 
find that they are decidual membranes. 

In each of these three ways the patient may 
suffer from menstruation: (1) she may suffer from 
the general vascular disturbance which accom¬ 
panies the menstrual cycle; (2) she may suffer 
from the congestion which precedes and accom¬ 
panies menstruation; or (3) she may suffer pain 
in the expulsion of the menstrual blood and 
decidua. 

The term dysmenorrhoea is variously used. The 
late Dr. Matthews-Duncan maintained that there 
was only one kind of true dysmenorrhoea, because 
he restricted the use of the term to the pain which 
is produced in the expulsion of the menstrual 
blood and decidua. He said the pain of other 
kinds was not dysmenorrhaea. Others had used 
the term dysmenorrhoea to include all sorts of 
painful symptoms occurring with menstruation. I 
do not think it matters in what sense the term is 
used, so long as that sense is understood. The 
only kind of dysmenorrhoea I wish to speak about 
to-day is the dysmenorrhoea produced by the 
passage of the decidua and blood. This flow is 
expelled by the uterine contractions, and with the 
contractions of the body of the uterus there is 
some dilatation of the cervix; the process is a 
miniature labour. In the first stage of labour at 
term the uterine contractions are not very painful; 
they are often not felt by the patient at all. The 
contractions which usher in abortion are not very 
painful. The after-pains are not, as a rule, very 
painful. After the first labour, the after-pains are 


sometimes so slight that there is no need for any 
sedative. In other cases they are very painful. 
In some the contractions of the uterus in preg¬ 
nancy are very painful. The contractions which 
accompany a normal menstruation are painless. 
But in a few cases these uterine contractions 
become intensely painful. It is to cases in which 
these pains are very great that Dr. Duncan applied 
the term dysmenorrhoea, or spasmodic dys¬ 
menorrhoea, though in his view the adjective was 
unnecessary’. 

We know nothing about the causes of spasmodic 
dysmenorrhoea. Sometimes it begins with the 
menstrual function, but more often it is acquired. 
In some text-books you are told that the dys¬ 
menorrhoea generally begins at the beginning of 
the function. But I am sure that is a mistake. I 
have looked through one or two of my case-books 
to see whether that is so. I have here twenty-five 
cases tabulated, in all of which the diagnosis was 
confirmed by the fact that the patients were 
treated by dilatation of the cervix and cured. 

In only ten of them did the pain date from the 
beginning of menstruation. Of these, in one the 
function began at the age of n, in two at 12, in 
two at 13, in three at 14, in two at 15. In fifteen 
of them the patients menstruated without pain for 
some years, and then began to have severe pain. 
The interval between the beginning of men¬ 
struation and the pain was in one case two years, 
in three, three years; in one, four years; in two, 
six years; in two, seven years; in one, nine years; 
in one, ten years; in two, eleven years; in one, 
fourteen years; and in one, eighteen years. So 
you see that in my experience it is a commoner 
thing for dysmenorrhoea to be acquired after the 
patient has been menstruating without pain, than 
for it to commence with the menstruation. It is 
called spasmodic dysmenorrhoea because the pain 
is due to muscular spasm. That is the theory 
which to me best explains the disease. Many 
years ago a book was written which contained 
many valuable, practical hints, and had a great 
vogue at the time—Marion Sims’s 1 Uterine 
Surgery,’—and in which tne author maintained that 
all dysmenorrhoea was obstructive. This kind of 
dysmenorrhoea is not obstructive, because there is 
nothing to cause obstruction; there is no stric¬ 
ture ; the cervical canal is as large in these patients 
as it is in those who do not menstruate with pain. 
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The pain often does not begin until after men¬ 
struation has begun, and the time of the greatest 
pain does not coincide with the greatest copious¬ 
ness of menstruation. It is often when the pain 
passes off that the menstruation commences to be 
copious. 

There was a case in the hospital the other day—a 
girl of nineteen, single, who began to menstruate 
at fourteen, and has been regular for five years. 
She has had pain only for the. last three years. 
She says her pain first came on after an attack of 
rheumatic fever. I think it was Dr. Rigby, of 
Norwich (who first clearly distinguished between 
accidental and unavoidable haemorrhage), who said 
there was a kind of dysmenorrhcea due to rheu¬ 
matism. Accepting the patient’s statement as to 
the relation of rheumatism to the pain, the ques- I 
tion arises whether it was a pain special to 
rheumatism, or whether it might not have been 
started by any other illness. I know of no facts 
from which to answer this question. Her descrip¬ 
tion of the pain is that it begins two or three hours 
after the commencement of the flow. Therefore 
it is clearly not due to obstruction, because the 
flow of blood has got past any obstruction in her 
uterus before her pain begins. It is of very short 
duration. The pain due to pelvic congestion 
begins a week or ten days before menstruation, 
and does not subside till two or three days after¬ 
wards. The pain of spasmodic dysmenorrhoea is 
only of short duration; I have known one case in 
which it lasted for only ten minutes, but during 
this short time it was so severe that it made the 
patient vomit. The pain continues in this case 
for two or three hours, and then it goes off till the 
next day, and after that it ceases. The flow lasts 
six or seven days, and the pain only one day. 
The pain is felt mainly in the lower part of the 
back and down the thighs. Nothing seems to do 
the pain any good, and it is very little better on 
lying down. This patient says that on two or 
three occasions she has fainted with the pain, and 
she has often vomited. The characteristic features 
are: first, the great severity of the pain; secondly, 
its short duration; and thirdly, the fact that it is 
not relieved by lying down. Some patients will 
tell you that they cannot lie down while the pain 
lasts, and that they must get up and walk about. 
It is a paroxysmal pain, each paroxysm being pro¬ 
bably due to a uterine contraction. One sometimes 


has a difficulty in getting the patient to give a good 
account of this feature. And then often the same 
patient has two pains—spasmodic pain, and the 
pain of pelvic congestion as well. Therefore the 
paroxysmal character of the pain is not of great 
diagnostic value. The patient can hardly mis¬ 
understand you if you ask her whether the pain is 
any better when she lies down. The duration of 
the pain is not of most value, because in some 
cases of dysmenorrhcea the spasmodic pain lasts 
longer than twenty-four hours. The points I lay 
stress on are that the pain of dysmenorrhcea is very 
severe, paroxysmal, of short duration, and not 
relieved by recumbency. 

Except for this pain the patient I have referred 
to is well, though she says she has never been 
strong. The only physical sign is sensitiveness of 
the internal os. In all cases the patient will give 
some manifestation of pain when the sound passes 
the internal os. In normal patients that pain is 
not very bad, but in these cases of dysmenorrhoea 
the patient shows great pain when the internal os 
is reached. This pain, so far as we know, is not 
dependent upon any disease of the uterus or 
vagina; it is of nervous origin, and it accompanies 
other nervous diseases. It is common for patients 
to tell us that the pain is worse since they have 
been married. Often we hear that the pain has 
come on since marriage. With this dysmenorrhoea 
there commonly goes sterility; and often sexual 
connection causes pain. This is not always so, for 
some patients with spasmodic dysmenorrhoea 
become pregnant, and that usually cures the dys¬ 
menorrhoea. Pregnancy is Nature’s cure for 
dysmenorrhoea. A certain number of the cases of 
dysmenorrhoea do not become pregnant, and 
sexual intercourse is repugnant to them and causes 
pain. Often the mere dilating of the cervix uteri, 
without doing anything to the vagina, will cure 
dysmenorrhoea, and remove the difficulty in sexual 
intercourse. In some cases there is vaginismus— 
that is to say, coition is not only disagreeable, but 
the attempt provokes spasmodic contraction of 
the levator ani muscle. With this there sometimes 
goes a similar hyperaesthesia of the rectum, so 
that patients are unable to tolerate enemata. It 
is a morbid condition of the whole pelvic nervous 
system. 

The treatment of this kind of dysmenorrhcea is 
dilatation of the cervix. This has been brought 
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about in many ways. When I w T as a student it 
was. the practice to treat dysmenorrhcea by dividing 
the vaginal portion with scissors, and that division 
was found effective in relieving the dysmenorrhcea. 
It is difficult to explain; but that is the fact. At 
that time it was supposed that dysmenorrhoea was 
obstructive, and the scissors were supposed to 
enlarge the canal and thus remove the obstruction. 
I dare say I should have gone on using scissors 
until now were it not that I met with cases in 
which, after the vaginal portion was divided, the 
patients still had dysmenorrhcea, and they were not 
cured until the internal os was dilated. So I now 
dilate the internal os instead of dividing the 
external. Sir James Simpson and some of his 
followers divided the internal os, and they cured 
dysmenorrhoea in that way. Cure by incision was 
as effective as cure by dilatation. But the internal 
os is at about the situation at which the uterine 
arteries enter the uterus, and if the incision is 
carried deep there is considerable danger of 
haemorrhage. Simpson did lose patients from 
haemorrhage after using his instrument for dividing 
the os internum. There is another way of effect¬ 
ing dilatation which has been extensively used, 
but I think is little used now, namely, the intro¬ 
duction of a stem into the uterine canal. When 
you put a foreign body into the uterine canal— 
such as a No. 7 or 8 bougie, which just fills it,— 
and leave it there, the uterine canal dilates until 
the instrument fits loosely. In this way these 
stems, when they are worn, dilate the uterine canal 
and cure the patient just as well as dilatation by 
bougies. But the presence of the stem excites 
endometritis, and while a patient has a stem in 
she is not free from endometritis and the risk of 
peritonitis. For that reason I think these stems 
are practically disused. It is said now that the 
danger of intra-uterine stems arose from careless¬ 
ness as to antiseptics; that if the tents were made 
and kept aseptic there would be no danger. 
That is true; but if a patient is to wear a thing 
for several months, you cannot depend on her 
observing every antiseptic precaution during the 
whole of that time. Moreover when there is such 
a simple treatment as dilatation of the canal with 
bougies, I think it is wrong to submit a patient to 
such risks without first trying that simpler treat¬ 
ment. In the case quoted the largest bougie which 
could be passed at first was a No. 7. Even this 


size would amply allow an ounce of blood to pass 
per day. The cervix was dilated up to a No. 15, 
and then the cervical canal was plugged with iodo¬ 
form gauze. That would have the effect of further 
increasing and, therefore, longer maintaining the 
dilatation of the cervical canal. 1 have made some 
observations as to-how long the dilatation persists. 
It is almost impossible to ascertain this exactly, 
because patients will not-present themselves for 
months or years for the purpose of having their 
cervical canals measured; but this I am sure of, 
that the dilatation produced in this wav by bougies 
does persist for at least months afterwards. I 
suppose the effect of the operation is to paralyse 
some muscular fibres. This patient had erosion 
round the external os. I know not whether that 
can have anything to do with dysmenorrhoea or 
not. In most cases of spasmodic dysmenorrhoea 
there is no such thing, and therefore I think the 
erosion of the external os has not much to do with 
the dysmenorrhoea. The patient has no leucorrhcea, 
and no pain between menstruations. I think that 
in all probability one dilatation will be enough to 
cure the patient's dysmenorrhoea. [The patient’s 
next menstruation was- painless.] 

As to the duration of the cure I cannot speak 
with exactness. In some cases one dilatation cures 
the patient for the rest of her life. I have watched 
one case for more than twenty years, and one 
dilatation was effective for all that time. But in 
many cases, just as the dysmenorrhoea came on in 
the first instance after years of painless menstrua¬ 
tion, so the pain will come back again and need to 
be further cured by repeated dilatation. I can tell 
you little as to the causes upon which relapse 
depends, or as to how long patients go without 
relapse. But the fact remains that patients are 
generally cured, at least for a long time, by dilata¬ 
tion ; and if they are married and sterile, preg¬ 
nancy sometimes follows. Supposing that for 
any reason the patient does not wish dilatation, 
but wants analgesics, the best are antipyrin and 
phenacetin ; next to them comes alcohol. Morphia 
is better not employed in these cases, because it 
upsets digestion, and the patient may want larger 
and larger doses each month. I saw a case many 
years ago in which it seemed as if death was 
produced by this form of dysmenorrhoea, but there 
was no post-mortem examination, so I cannot say 
whether that was so or not. The patient, when I 
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saw her, was forty-five years of age. From her 
youth she had suffered from menstrual pain, which 
was so bad that she vomited. At that time there 
was not much known about dysmenorrhoea. She 
consulted Sir James Clark, who was then physician 
to the Queen. He advised against local inter¬ 
ference. The severe pain every month went on, 
and the vomiting produced by the pain lasted 
longer. After many years she consulted Dr. 
Braxton Hicks, who advised her to have the cervix 
uteri dilated, but she was opposed to the opera¬ 
tion, basing her objection to it on the opinion of 
Sir James Clark. The attacks of vomiting got 
longer and longer, until at last she vomited prac¬ 
tically continually from one menstruation to the 
next. She died apparently from excessive vomit¬ 
ing. I hope that patients in your practice will 
not be allowed to suffer as this lady did. 


A NOTE ON THE TREATMENT OF 
* CERTAIN DEFORMITIES. 

BV 

J. JACKSON CLARKE, M.B.Lond., F.R.C.S., 

Surgeon to Out-patients at the North-West London and 
City Orthopaedic Hospitals. 


Chronic Wry-neck or Torticollis. 

Congenital wry-neck , and the chronic wry-neck of 
childhood .—The main feature in both these con¬ 
ditions consists in undue shortness (or “ contrac¬ 
ture”) of one sterno-mastoid muscle, with which 
may be associated shortening of other muscles. 
In true congenital wry-neck this shortness is pro¬ 
duced, in all probability, in a manner similar to 
other congenital “ pressure-deformities,” such as 
club-foot. If a part of the body during intra¬ 
uterine life becomes for a sufficient period of time 
accidentally more or less fixed in one position, 
the muscles, bones, and other tissues will accom¬ 
modate themselves to the unusual circumstances, 
and their form and development will be modified 
and a deformity produced. Chronic wry-neck 
may date from birth, and owe its origin to an 
injury to a sterno-mastoid muscle and extravasa¬ 
tion of blood into the muscular substance with 


subsequent cicatrisation taking place whilst the 
child, to avoid pain, unconsciously holds the head 
to the side of the more damaged muscle. Syphi¬ 
litic, septic, rheumatic, and other forms of muscle 
inflammation, if unilateral, may also cause wry¬ 
neck of a chronic character. More commonly 
this form of wry-neck occurs in childhood, though 
it may of course happen in later life, for in this 
case the shrinking of the muscle is due to organic 
changes in its substance, produced by patho¬ 
logical conditions that may appear at any period 
of life. In another set of cases of chronic wry¬ 
neck, the changes in the stemo-mastoid muscle 
are secondary to conditions such as cervical glands 
inflamed by tubercular infection or from disease 
of the throat or middle ear, and other conditions 
that lead the patient to assume the attitude of 
wry-neck in order to shield the affected glands 
from pressure. This posture kept up for many 
months may produce a pronounced condition of 
wry-neck. 

Wry-neck is but a symptom, and before de¬ 
ciding upon any plan of treatment it is necessary 
to distinguish clearly the pathological nature of 
each particular case. 

The involuntarily oblique position of the head 
which constitutes the deformity known generally 
as wry-neck is a symptom that may be produced 
in a great variety of ways, and before deciding 
that the cause of the symptom is shortening of 
one or other sterno-mastoid, many other possible 
causes must be excluded. The more important 
are (i) changes in the cervical spine, whether 
tubercular, rheumatoid, or rachitic ; (2) paralysis; 
(3) involuntary spasm; (4) hysteria; and (5) cer¬ 
tain ocular defects. The more acute so-called 
“ rheumatic ” forms of wry-neck need not be 
mentioned, since only chronic cases are here con¬ 
sidered. 

As an example, the case of a patient aged nine 
years, and shown in Figs. 1 and 2, may be 
briefly noticed. The condition had been present 
for two years, and was attributed by the mother 
to an attack of diphtheria. There was no evi¬ 
dence of any affection of the cervical spine, or of 
any ocular defect Hysteria and spasm were 
excluded by the persistence of the deformity when 
the patient was fully anaesthetised. I decided 
that the case was one of contracture of the left 
sterno-mastoid, and I divided this muscle through 
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a short horizontal incision a little above the inner 
end of the clavicle. The head was kept for a 
few weeks in the corrected position by means of 
a light steel support. I have had the patient 



Fig. 1.—Chronic wry-neck. There 
is secondary curve of the trunk 
as in all cases of wry-neck. Be¬ 
fore operation. 

under observation now for over a year since the 
operation, and there is no tendency to recurrence 
of the deformity. 



Fig. 2. - The same patient 
after operation. 


Congenital cases may be brought for medical 
advice at any age from a few days upwards, and 


the question arises as to the age at which the 
operation should be done. This, in my opinion, 
should in the case of young infants, in a measure 
depend on the degree of the deformity. In 
severe cases I have operated with good results 
within the first year of life, but in slighter cases I 
prefer to w r ait until the child is over two years of 
age. If the treatment is too long deferred, the 
secondary deformities, facial asymmetry and 
fixed scoliosis, are established. The former is 
well seen in Fig. 3. The patient’s expression, 
though not unpleasing, has a peculiarity which is 
best realised by drawing two imaginary lines from 



Fig. 3.—Head and neck of a patient aged eighteen years 
with untreated congenital wry-neck. 


right to left, one passing through the pupils of 
the eyes, and the second along the line of meet¬ 
ing of the lips. These two lines, which, in the 
normal face, should be parallel, will be found to 
converge on the side towards which the head is 
bent; that is the side of the contractured muscle. 
The modification of nutrition that leads to the 
diminution of growth in size of the tissues of the 
affected side of the face and head is a somewhat 
complex adaptive physiological process, and may 
be compared to that which is observed in the in¬ 
dividual vertebrae in old-standing cases of scoliosis. 

The scoliosis that is observed in cases of wry¬ 
neck that date from birth or early childhood de¬ 
mands a few words of comment. It is a physio¬ 
logical adaptation to an abnormal attitude, deter- 
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rained by the altered position of the head. 
According to Lorenz the deformity may assume 
two different types in different cases. In the 
first type the head is bent over to the affected 
side in a marked degree, and its centre of gravity 
lies to that side of the middle of the trunk; a 
general cervico-dorsal curve, with its convexity 
towards the sound side, results. In the second 
type the inclination of the head is but slight, and 
a line joining the lobules of the ears is nearly or 
quite parallel to a line drawn through the shoul¬ 
ders. Here, though the head is slightly inclined 
to the side of the contracted sterno-mastoid, its 
centre of gravity is displaced to the sound side of 
the axis of the trunk, and the convexity of the 
dorsal curve is to the sound side. More briefly 
put, Lorenz’s view amounts to this. In severe 



Fig. 4.—The feet of a girl aged 
ten years. The right foot is 
normal; the left shows severe 
paralytic talipes calcaneo-val- 
gus with secondary pes valgus. 
Before operation. 


cases of wry-neck a total scoliosis with its con¬ 
vexity away from the affected side takes place; 
when the deformity is slight, a curve convex to 
the sound side forms toward the sound side in the 
cervical and upper dorsal region, and a curve in 
the opposite direction in the lower dorsal and 
lumbar region. 

The association of congenital wry-neck with 
scoliosis is of practical importance, because in 
severe scoliosis the cervical region of the spine 


becomes bent, and so scoliosis—a condition de¬ 
pending primarily on bone changes—may be mis¬ 
taken for wry-neck depending on contracture of a 
muscle, and as the result of faulty diagnosis a 
useless operation may be performed. There is 
still one other practical bearing of the associated 
deformities. When scoliosis is present in a case 
of wry-neck, it is desirable for the patient to wear 
instruments after operation rather longer than is 
necessary when no marked scoliosis is present. 
Daily exercises are of course required, as well as 
the use of an instrument in such cases. 


Tendon Transplantation. 

The deformity for which Nicoladoni invented 
the above-named operation is well seen in Fig. 4, 



Pig. 5* —The feet of the same patient 
after operation. 


which represents the feet of a girl aged ten years. 
The right foot is normal, the left shows a marked 
degree of talipes calcaneo-valgus, due to para¬ 
lysis of the calf muscles and of the tibialis. In 
order to replace some of the lost function of the 
calf muscles, and at the same time to annul the 
everting action of the peronei, the tendon of the 
latter are cut across at the ankle, and the proxi¬ 
mal ends are drawn out of their sheaths and 
moved inwards to the deep surface of the tendo 
Achillis, where, near its lower end, an antero¬ 
posterior slit is cut, and the ends of the peronei 
tendons are drawn through the slit and securely 
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stitched to the tendo Achillis. I have now per¬ 
formed this operation several times, and with 
most gratifying results. The patient alluded to 
above had been under my care for some time in 
the out-patient department before I could make 
her realise the benefit of operation. She was 
admitted under my colleague, Mr. Poland, who, 
being at the time unable to attend the hospital, 
asked me to operate. The incision was placed 
midway between the tendo Achillis and the 
peronei, and curved outwards below. The strong 
retractile power of muscles makes it necessary to 
cut the peronei as low down as possible, other- 



Fig. 6,—The feet of a patient aged thirty-five years, 
showing severe hallux valgus. Before operation. 


wise it is difficult to fix them efficiently to the 
tendo Achillis. In this case I shortened the 
tendo Achillis by three quarters of an inch.* I 
also carefully folded the remains of the sheath of 
the tendo Achillis over the sutured ends. After 
closing the skin wound in the leg, I divided the 


* It is of interest to observe that after the tendon of this 
apparently completely paralysed muscle had been cut the 
muscle retracted to as great an extent as if its tissue had 
been normal. This may have been due to two different 
causes, acting together or separately. Among the fatty 
and fibrous tissue that represents the muscle that clinically 
appeared to be destroyed by anterior polio-myelitis found 
in the course of dissection of amputated limbs I have 
found a few sparse normal muscular fasciculi; and to 
these the retraction I observed in this case may have been 
due ; or the paralysed muscle may contain a good deal of 
over-stretched elastic tissue. 


chief resisting bands of the plantar fascia, and 
then fixed the foot to an anterior splint, holding 
the heel well up by strapping. Mr. Poland sub¬ 
sequently found it necessary to divide additional 
bands of fascia, and the present condition of the 
foot shows a considerable improvement, and it 
will still further improve. The patient has 
already (three months after operation) consider¬ 
able power of raising the heel. 

Severe Hallux Valgus. 

The severer degrees of hallux valgus are usually 
due to rheumatoid arthritis, aided by badly 





Fig. 7. — The feet of the same patient after 
operation. 


shaped boots. In many cases relief can be ob¬ 
tained by suitable internal treatment, combined 
with local measures short of operation, but in 
some cases the pain caused by severe rheumatoid 
arthritis of the first metatarso-phalangeal joints is 
so severe that the patient is completely crippled, 
and in such cases operative treatment is neces¬ 
sary. As an example, the case of a woman aged 
thirty-five, whose feet, as they appeared before 
operation, are shown in Fig. 6, may be cited. 
The patient was unable to walk on account of the 
pain, and although the ankles, finger and other 
joints were affected, I decided to operate in order 
to relieve the very real distress. After the usual 
preparations, an incision was made on the supero- 
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internal aspect of the joint, which was opened, 
and the head of the metatarsal was detached with 
a chisel. The removed bone presented a carious 
groove, where the inner edge of the base of the 
first phalanx had rested. There were abundant 
villous proliferations of the synovial membrane, 
both in the joint and in the bursa, which on both 
sides of the body communicated with the cavity 
of the joint. All this synovial membrane was 
removed by the scissors, and the small skin 
wounds were closed, and the feet were put up on 
metal sole-plates, which held the great toes in a 
corrected position. Healing took place normally, 
and after three weeks the patient was allowed to 
walk. The joints are now (six months after 
operation) perfectly movable and painless, and 
the patient walks about in comfort. 

The good effect of resection in this joint sug¬ 
gests that a similar measure might occasionally be 
found of value in the case of the elbow or shoul¬ 
der joint, rendered useless by inveterate rheu¬ 
matoid arthritis. It is sometimes said that ortho¬ 
paedic surgeons are prone to use instruments un¬ 
necessarily. Thus a critic of some of my work 
says: * “ Throughout the work, a tendency is 
shown to what may best be called the over-use of 
apparatus.” I can only say that any surgeon who 
undertakes the treatment of cases such as are de¬ 
scribed above without a complete mastery of the 
nature and use of instruments will only meet 
with failure and disappointment. In congenital 
wry-neck the patients are often very young, and 
unless the head is supported after operation for 
a time sufficiently long for all tenderness to have 
left the scar, and a habit of holding the head cor¬ 
rectly to have been impressed upon the patient, a 
recurrence is to be anticipated. In cases of para¬ 
lytic club-foot of the kind described above, 
although tendon-transplantation does something 
to restore active power to the paralysed side of 
the limb, some deformity is certain to return 
unless a simple light instrument be added to the 
boot and worn continuously. If the surgeon has 
the knowledge necessary to prescribe this instru¬ 
ment, the patient can obtain all that is required 
at but little cost, and as to the trouble of using 
the instrument, it is but a small addition to that 

* ' Medical Times and Hospital Gazette,’ October 14th, 
1899, p. 648. 


of putting on an ordinary boot. The post¬ 
operative treatment of hallux valgus is of as much 
importance as the operation itself. The surgeon 
is responsible for seeing that his patient has 
boots of absolutely correct form, and also effi¬ 
cient sole-plates for use at night. The latter 
must be put on every night for at least six months 
after the operation. Like artificial teeth, ortho¬ 
paedic instruments are often necessary to health, 
but no one is more ready than myself to dispense 
with instruments w T hen this can be done without 
disadvantage to the patient, and no one is more 
keenly on the watch for the moment when the 
use of instruments that have been necessary in 
one stage of the treatment of a case can be dis¬ 
continued without fear of a return of deformity. 

Many of the bad results observed in patients 
who are obliged to wear instruments in order to 
prevent the recurrence of paralytic deformities 
that have been corrected by the surgeon, are due 
to the faulty design of the instruments, or to 
their being applied in a wrong way. Often, 
again, the mistake is made of omitting daily 
rubbing and manipulation. If limbs crippled by 
infantile paralysis are douched and rubbed once 
or twice daily by mother or nurse, there is no 
danger of the formation of those extensive ulcers 
that are sometimes seen in these cases, and that 
occasionally necessitate the removal of a limb. 
Among some hundreds of cases of infantile para¬ 
lysis that I have been called upon to treat, I have 
never met with one case that demanded amputa¬ 
tion, though among them were several in which ^ 
this forlorn hope had been recommended. 


Technique of Abdominal Hysterectomy.— 

Carstens (‘ American Journal o f Obstetrics and 
Diseases of Women and Children,’ November, 
1899) summarises a brief paper on this subject as 
follows : In abdominal hysterectomy, clamp the 
broad ligaments and remove the growth and 
uterus. Ligate the four blood-vessels separately. 
Carefully cover all raw surfaces with peritoneum. 
In cases without tears and with healthy mucous 
membrane, leave in the cervix. In any diseased 
condition of the cervix and malignant growth, per¬ 
form total hysterectomy .—Therapeutic Gazette, 
January, 1900. 
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Cyst of the Pancreas. 

This case is an interesting and rather a rare one, 
but everything from which the patient was suffer¬ 
ing has now almost disappeared. She is a young 
woman of twenty, and the only history bearing on 
the case that we can get was that about twelve 
months ago she was struck on the breast by a 
swinging door, which may possibly have had some¬ 
thing to do with her trouble. Still it is not very 
clear how it began. Six months before she came 
to us she noticed a swelling in the epigastrium. 
This steadily increased: it caused pain, which 
was only occasional, never severe, and had 
occurred only during the last month before admis¬ 
sion. The pain seems to have been of a dragging 
or tensive nature. In the winter before she noticed 
this swelling, she had two attacks of what was 
probably pleurisy. 

Shortly before admission, after exposure to 
cold, pain over the left lower ribs became acute, 
and on admission my house surgeon detected 
friction here. When admitted, she was well 
nourished, but thought she had lost a little flesh. 
She had a fair colour. In the epigastrium and left 
hypochondrium there was a smooth rounded swell¬ 
ing, which formed a considerable and obvious pro¬ 
trusion, the skin and structures over which appear¬ 
ed to be perfectly normal. This swelling was about 
the size of a water melon, and reached from the 
left costal arch to the level of the umbilicus. It 
was elastic and tense. I thought it fluctuated, but, 
as you know, it is extremely difficult to be certain 
about fluctuation in a tense cyst in the abdomen ; 
for a soft solid will fluctuate as markedly as a 
tense fluid cyst; and, on the other hand, the more 
tense the cyst is, the less certain is the fluctuation. 
No kind of thrill or fremitus was detected; there 
was nothing like a “ hydatid thrill.” The mass 
moved considerably with respiration; but, as the 
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abdominal wall was tense, muscular, and not par¬ 
ticularly thin, it was difficult to accurately gauge 
the range of movement of a spherical swelling. 
Movement, however, appeared not to be so free as 
is usual in liver tumours. That is a point I shall 
have to refer to in diagnosis. I could find no liver 
edge, nor anything like the edge of the spleen; the 
surface of the tumour was absolutely uniform. On 
percussion the whole area was dull over the 
tumour except just along the lower margin, where 
the mass would be receding from the abdominal 
wall; there we got a short, high-pitched, probably 
colonic note. In an upward direction dulness was 
continuous with the cardiac dulness; the axilla 
was dull as high as the fifth rib; and downwards 
and backwards into the kidney region all was abso¬ 
lutely dull. Breath-sounds were feeble over the 
whole left base. The heart was beating in the 
fourth space one and a half inches internal to the 
nipple ; it was raised and apparently pushed a 
little to the right. I could not anywhere find the 
stomach-note, and I therefore imagined the 
stomach was behind, concealed by something. The 
only thing which would conceal the stomach so 
completely was the left lobe of the liver. The 
diagnosis I made tentatively was a hydatid of the 
left lobe of the liver. I did not forget the possi¬ 
bility of enlargements of the kidney and spleen; 
but these were pretty easily excluded by the facts 
which I have mentioned. Also, I did not forget 
pancreatic cysts, but I thought the mobility of the 
mass was too great to allow of our making that 
diagnosis. I did not see, either, why we should 
have that complete loss of stomach-note which was 
noticed here, unless there was something in front 
of the stomach. Consideration of all points 
seemed to indicate the presence of a tumour larger 
than could be felt, occupying the left hypochon- 
drium, and producing dulness at the left base, 
displacement of the heart, and concealment of the 
stomach. The tumour seemed to be cystic; there 
was no obvious cause for it, and it had produced 
little pain and no marked loss of flesh. Enlarge¬ 
ment of the left lobe of the liver by a hydatid 
cyst appeared to me to be the most probable dia¬ 
gnosis. I asked several of my colleagues to see 
the case, and they agreed with me. 

We now pass on to the operation. I made a small 
median incision and exposed a cyst, with a whitish 
fibrous capsule, which was behind the peritoneum. 


The mass was retro-peritoneal; the colon lay where 
we had imagined it to be, but the abdominal walls 
were so tense that I could not pass my finger any 
distance between the cyst and the abdominal wall. 
The stomach I could not find at all; I could not 
feel the liver edge; I could feel nothing b it this 
cyst and the colon as my fingers swept round. I 
next drew off the contents through a Lawson Tait’s 
ascites trocar. No less than seventy ounces of 
opaque brownish fluid were collected. The cyst 
being empty, I was able to pass my fingers in and 
feel the relation to other organs—it being now 
quite clear that my tentative diagnosis was wrong, 
and that, in all probability, the cyst was pancreatic. 
The stomach appeared of its own accord in the 
wound; it was small and came down from above 
on the left side from under the edge of the liver, 
which organ also became visible. Deep in the 
left hypochondrium I found a normal spleen, a 
little lower down I could feel the kidney, so that 
all the viscera which surround the pancreas were 
perfectly normal. The cyst went down to the sur¬ 
face of the pancreas. Dr. Pembrey was good 
enough to analyse the fluid: it digested starch 
strongly, albumen somewhat feebly, and emulsi¬ 
fied fat; so the diagnosis—that the cyst was a 
cyst of the pancreas—was made complete. The 
treatment consisted in sewing the margin of the 
cyst to the abdominal wall, passing a tube through 
that canal well into the cyst, and closing the abdo¬ 
minal wound as securely as possible all round. 
Probably she will have a sinus there for many 
weeks, possibly for many months. But I think it 
will give her little trouble, and I do not think it 
will prevent her doing her work (actress). I have 
had only one other case of this sort treated simi¬ 
larly ; in it the sinus persisted for a long time, but 
ultimately healed perfectly. 

With regard to these cysts, they are more 
common in men than they are in women. It is 
not rare to find that they are referred to injury, 
usually of a sharply localised kind, such as a blow 
in the epigastrium or the passage of a light 
vehicle across the abdomen. Senn, however, be¬ 
lieves that all pancreatic cysts are primarily reten¬ 
tion cysts, due to blocking of a duct. Haemor¬ 
rhage certainly takes place into the cyst, and causes 
that brownish colour of the contents which is so 


characteristic. They generally enlarge rapidly. 
Sometimes they cause a great deal of pain, nausea, 
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and gastrointestinal disturbance. Some patients 
lose flesh a good deal, and some do not seem to 
digest fat very well. These are the general signs 
of these swellings. 

With regard to the physical signs, as a rule the 
cysts lie behind the stomach and behind the 
colon, as you would expect from the normal rela¬ 
tions of the pancreas and stomach. When you 
get an obviously cystic swelling, or one which you 
believe to be cystic, covered over by the stomach, 
it can hardly be anything other than pancreatic. 
But it is well known that this is not the only rela¬ 
tion that a pancreatic cyst may occupy with 
regard to the stomach and colon. It may occupy 
a position between the stomach and the trans¬ 
verse colon as it did here, though, as a rule, I 
believe the stomach can be recognised above the 
cyst. In this case it was absolutely concealed. 
The cyst may be present above both stomach 
and colon. I should not be surprised to find 
that in some cases the transverse colon and the 
stomach are both above, but I do not know of 
an instance. 

I believe the treatment which I pursued in this 
case is that which is by far the most successful. 
Not long ago Treves collected twenty-four cases 
of pancreatic cyst, and the results were these: 
sixteen of the cases were treated as I have treated 
this, namely, by drainage in front or posteriorly 
by the side of the spine. I do not know that 
there is any particular reason for going back¬ 
wards, and the anterior wound is more easily 
attended to by the patient herself. Of these six¬ 
teen cases, fifteen recovered and one died. Of 
the remaining eight cases, six were treated by ex¬ 
cision or attempted excision of the cyst; of these 
six, five died and one recovered. The remaining 
two were treated by tapping, that is to say, a 
syringe was put in, but the process was followed 
by leakage into the peritoneal cavity and both of 
them died. So that the treatment by drainage, 
with antiseptic precautions such as I have 
adopted here, was the most successful, based or. 
fifteen recoveries out of sixteen cases. We may 
find a way of dealing with these cysts by excision 
and closing the wound at once. 

Sarcoma of the Breast—mistaken for Cystic 
Adenoma . 

This female patient is aged sixty-one, and she 


has complained of occasional slight pain in the 
right breast for six months. Two months ago she 
struck her right breast against an iron bedstead 
and bruised it, after which she noticed that a 
swelling was forming in the breast. She showed 
this to a doctor, who detected fluctuation and 
made an incision, letting out “ a little pus *' and 
“ a considerable quantity of gelatinous material.” 
The wound did not heal, and the patient was sent 
to me after two or three weeks. The state of 
matters at that time—a month ago—was not quite 
so bad as it is now. You notice that there is a 
small opening above and outside the nipple, and 
that the skin over the breast is red, becoming 
bluish round about the orifice of the sinus, 
obviously from impaired circulation. The nipple 
appears to have sunk in, but it is not really 
retracted—the appearance of it being due to 
swelling surrounding the incision. Round about 
this sinus there is a considerable swelling, the 
surface over which is quite irregular, rounded 
prominences being dotted about all over it. The 
tumour is as large as an orange, rather firm and 
elastic. The superficial prominences seem to 
fluctuate very distinctly. A probe passed into the 
sinus seems to enter a cavity. Some bleeding has 
occurred from the opening almost daily, and there 
has been a good deal of pain. I have little doubt 
but that it is a case of multilocular cyst, of the 
breast. When I first saw this patient a month 
ago, she was just going to Brighton to get up her 
health; and as the case did not seem to be malig¬ 
nant I gave her leave to go. The swelling has 
increased considerably, there is a good deal more 
redness and oedema, and she has suffered much 
more pain and bleeding during her stay there. I 
suppose some slight infection from the opened 
cyst must have taken place, causing the inflam¬ 
mation to which I have drawn your attention; 
and, under the stimulus of the increased blood 
supply, other cysts have, no doubt, swollen up 
rapidly, causing the pain above noted. Bleeding 
is not uncommon from papillomata when cysts 
are opened. 

As to treatment, there is nothing for it but 
removal, in this case, of the tumour and breast; 
but I hope that will be the end of the case. These 
cases acquire a very malignant look, owing to the 
red or bluish colour which the skin assumes over 
the advancing cysts and tumour, and to the often 
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considerable size and rapid increase of the mass. 
In such a case as this, although it is not malig¬ 
nant, one has to be very careful to take away 
the whole of the breast tissue, or the patient may 
have a recurrence. Mr. Raymond Johnson, of 
University College, investigated several such re¬ 
currences of “ cystic sarcoma,” and gave good 
reasons for believing that in all such, portions of 
the breast had been left at the operation. 

'Note .—The diagnosis in this case was entirely 
wrong. The tumour proved to be a small-celled 
sarcoma, and there were considerably enlarged, 
but not hard, glands in the large amount of fat in 
the axilla. It is a curious thing that within a 
month another of these exceedingly rare cases was 
admitted to one of my beds.] 

Epitheliome tMbrant of Maxilla . 

This man is fifty years of age, and the history 
he gives is that since January, 1899, he has suffered 
from neuralgia, at first slight and occasional, 
affecting both sides of his face from the first. In 
August last the neuralgia became very severe, but 
it was still bilateral. He was advised that his 
teeth were at fault, and accordingly had all the 
teeth in the upper jaw removed. The result was 
that the neuralgia entirely disappeared on the 
right side, but remained on the left. Now I do 
not know how to account for this disappearance 
of the neuralgia on one side, with persistence on 
the other side; because had it been connected 
with the teeth it ought to have disappeared on 
both sides. He suggests that he had bad teeth 
on the right side, which he thought were causing 
the pain, and on the left side the teeth were not 
so bad. At any rate the pain in the left side did 
not disappear. The next symptom was a watery 
sanious discharge from the left nostril. He had 
had a number of polypi removed in earlier years, 
on three separate occasions at intervals of seven 
years. As he was coming near to the time when 
he expected it would be necessary to have further 
growths removed, he went to a doctor to ask him 
to examine his nose for polypi. But none could 
be discovered, and the source of the discharge 
could not be found. At the same time he noticed 
that the left nostril was getting blocked, and this 
blockage steadily increased. A little later, namely, 
in September, he noticed that there was a swell¬ 
ing about the alveolus of the molar teeth on the 


left side, and almost at the same time a swelling 
of the cheek, which you see. Soon after that he 
noticed numbness over the area of the distribu¬ 
tion of the left superior maxillary nerve—the 
cheek, upper lip, and side of the nose. That 
numbness has cleared up somewhat, but all the 
other symptoms have increased. A fortnight ago 
he noticed that tears tended to run over the left 
cheek instead of down the nasal duct. 

In the family history there is nothing of any 
value, but his mother died of “ lupus of the face.” 
As lupus does not end fatally, it is a question 
whether the ulcer was not a rodent. It was said 
also that there was malignant disease of the breast 
in an aunt. 

The patient is a tall man, but he looks as if he 
had suffered a good deal and had lost flesh. He 
is more comfortable in bed than out of it, for he 
gets tired easily. You will notice the obvious 
swelling of his left cheek, beginning at about the 
left naso - labial fold and passing outwards. 
The skin is not involved, and there is a good 
deal of fat between it and the swelling. If 
you look at him quite squarely, you will 
notice the usual prominence over the right zygo¬ 
matic arch; but on the left side the arch lies in 
a furrow below a slight but distinct swelling in 
the angle between the frontal and zygomatic pro¬ 
cesses of the malar, and above an equally, or rather 
more, distinct swelling just in front of the ear. If 
we look into his mouth, we see, in the furrow 
between the gum and the cheek, a swelling which 
comes down at one spot nearly to the level of the 
gum; it is the lower part of the facial swelling. 
The hinder part of the alveolus is also occupied 
by growth, the swelling widening and becoming a 
little depressed posteriorly. There is a small 
ulcer here, where a fortnight ago Mr. Butlin 
removed a piece for examination; and I am 
indebted to his courtesy for the knowledge 
that the tumour is an epithelioma. The nose is 
not symmetrical, and breathing through the left 
nostril is hardly possible. The naso-pharynx is 
free. With regard to the eye, you will notice 
there is a distinct difference on the two sides, and 
close examination shows that this is due to swell¬ 
ing of the eyelids; the two globes are on the 
same plane, and they follow the finger perfectly. 
So far, then, as it is revealed by physical signs, 
the state of matters is as follows: there is an epi- 
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thelioma which probably began in the hinder part 
of the alveolus, and which assumed the burrow¬ 
ing type (epith^liome t£r6brant), invading and 
filling the antrum, pushing its inner wall towards 
the nasal septum, and blocking the nose, involving 
and growing through the facial surface, giving 
rise to the tumour beneath the cheek. There is 
no evidence of invasion or displacement of the 
orbital plate. The swelling above the zygomatic 
arch, however, strongly suggests that growth has 
protruded into the temporal fossa through the 
spheno-maxillary fissure. The preauricular swell¬ 
ing suggests involvement of the preauricular gland; 
but palpation shows that the surface of the 
mandible can be plainly felt, and that there is no 
swelling superficial to it. The bulge here, then, 
must be due to growth in the pterygoid region, 
deep to the ramus of the jaw, and probably starting 
from the zygomatic surface of the antrum. I cannot 
make out any enlargement of the submaxillary paro¬ 
tid or upper carotid glands, nor have secondary 
growths in his viscera been discovered. He 
seems to be in sound health but for this trouble. 

The question—whether to operate in this case 
—is very difficult to decide. These growths of 
the maxilla are local in their origin, and they do 
not tend to affect glands or to generalise early. 
But the results of removal of the maxilla for 
malignant disease have been bad, recurrence in 
loco being the rule. Mr. Butlin, in his work on 
the 4 Operative Surgery of Malignant Disease,’ 
inferred from 108 collected cases that not more 
than five per cent, of the cases were alive and free 
from recurrence three years after the operation; 
and among these there was at least one in which 
it was doubtful whether the disease was malignant 
or not. Mr. Butlin drew my attention the other 
day to a lecture of his in The Clinical Journal, 
in which he quoted recent statistics from the 
clinic of Professor Konig. Out of 84 cases, Konig 
reported twenty per cent alive and free from re¬ 
currence at the end of three years. The cases 
which occur in the German clinic are certain to 
have been examined thoroughly, and the diagnosis 
is very likely to be correct. Mr. Butlin, too, has 
gone into the details of the cases, and has con¬ 
vinced himself that these were really cases of 
malignant disease. In a great open cavity like 
that left after excision of the upper jaw, we very 
soon become aware of recurrence in loco; so, if 


a patient is free from recurrence at the end of 
three years, it seems likely that he will be free 
for the rest of his life. 

With regard to the operation in this particular 
case, it would have to be most extensive; it would 
mean the removal of the upper jaw, and the 
pterygoid process with much of the pterygoid 
muscles, and possibly the clearing out of the orbit, 
and the following up and removal of all ramifica¬ 
tions of the disease in the most determined way. 
The external carotid would be ligatured by some 
to control the haemorrhage; but, personally, I 
should prefer not to add this to the operation. 
The mortality in cases such as this is naturally 
great; probably one in every three dies directly 
from the operation. So we shall have to put 
before our patient the chances, which are, shortly, 
that it is two to one in favour of his recovering 
from the operation, but at least four to one against 
his being alive, without recurrence, at the end of 
three years; for the history shows that the growth 
is increasing rapidly, and the present state shows 
that it is already widespread. I shall be perfectly 
frank with him, and in no way shall I press opera¬ 
tion ; I shall undertake it only at the express wish 
of the patient and his friends. 

[Note .—This patient, having a clear apprecia¬ 
tion of the risk, decided to undergo the operation. 
I performed it through an unusual incision, in that 
I included the whole lower eyelid in my flap, the 
cut along the nose starting from the inner canthus, 
whilst the outer end of the cut ascended between 
the branches of the facial nerve to the upper and 
lower lids at the outer canthus. Between the 
canthi the conjunctiva was divided. By this flap 
I certainly gained very free access, and I hoped to 
avoid the subsequent dropping and oedema of the 
lower lid, as neither the motor nerve supply nor 
the blood-vessels of the lid were interfered with. 
The flap was raised carefully from the growth, and 
the jaw removed after division of its connection 
with an osteotome. It was then seen that the 
periosteum on the orbital surface was infiltrated 
and raised by growth; when this was removed, the 
orbital fat appeared quite healthy. From this 
point growth passed through the spheno-maxillary 
fissure into the front of the temporal fossa. The 
malar was removed to get at this, which was cut 
away with all the adjacent temporal muscle. Next 
it was found that a large mass extended backward* 
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from the zygomatic surface, infiltrating and sur¬ 
rounding the pterygoid process and pterygoid mus¬ 
cles. The mass was lobulated and well-outlined to¬ 
wards the coronoid process and temporal muscle, 
and was separated here by a finger. An osteotome 
divided the pterygoid process close to the skull, 
and the whole mass was removed cleanly by divid¬ 
ing the pharyngeal mucosa, the pterygoid muscles 
near their insertions, and the grfcat nerves between 
them. A bit of growth lying loose in the left 
sphenoidal cell was removed after opening the 
space. A huge cavity now extended from the 
mid-line to the mandible and temporal. Bleeding 
was easily arrested, and the total loss of blood was 
not great. Up to this point the anaesthetist had 
expressed no anxiety. I was filling the cavity with 
iodoform gauze when the patient gave a spasmodic 
gasp, followed by a few more with longish inter¬ 
vals. Artificial respiration and stimulants were 
tried for some time, but without success. The 
cause of death is not certain ; its somewhat sudden 
occurrence is against pure shock. The operation 
was extensive undoubtedly, but it had the appear¬ 
ance of completeness. Dr. William Hunter, how¬ 
ever, who made a post-mortem, tells me that a 
cervical gland, which he examined microscopically, 
was infected.] 

Suspected Duodenal Perforation—nothing found . 

This man is a very interesting case. He was a 
perfectly healthy fellow of thirty-five, who had 
been in the army, and was recently working as 
porter of the Welbeck Street Dispensary. His 
only trouble had been indigestion, and during the 
week preceding his admission, this indigestion 
had been decidedly worse. He was admitted here 
on a Monday, and on the previous Friday he had 
some pain in the right chest. He did his work 
on Saturday, notwithstanding the presence of the 
pain. On Saturday night he had such pain that 
he hardly got any sleep; and on Sunday he was 
unable to get up on account of the pain. On 
Sunday night at twelve o’clock the pain had 
become so bad that he sent for the resident at the 
Dispensary to see him. Pleurisy was diagnosed. 
At three or four o’clock in the morning the resi¬ 
dent again saw him, and at this time the man was 
writhing with pain. The pulse was not rapid; the 
only symptom was this pain in the right hypo- 
chondrium. A little morphia was given, and next 


day one of the physicians to the Dispensary, Dr. 
Ed. Squire, examined him to see if he had pleu¬ 
risy or pneumonia, or anything thoracic which 
might give rise to the pain from which he was 
suffering. The chest was found to be normal. 
He was obviously very ill. Dr. Squire feared 
a gastric perforation, and accordingly he sent the 
man into hospital. I found him in great pain, 
drawing quick, short breaths, ms pulse was not 
drawing quick, short breaths. His pulse was not 
abdomen was very rigidy but slight respiratory, 
epigastric movements occurred in spite of his en¬ 
deavours to suppress all movements of his abdo¬ 
men. He complained of great pain in the upper 
abdominal region. There was no tenderness 
except in the epigastrium. The heart’s apex-beat 
was high. The liver dulness had almost com¬ 
pletely disappeared; but above the region of nor¬ 
mal liver dulness was a patch of diminished reson¬ 
ance, which some thought was due to the liver 
being driven up; but as there was no evidence of 
distension of hollow viscera, it was not easy to see 
why the liver should be driven up. The fact that 
the liver dulness had gone, fitted in with the idea 
that possibly there was a perforation of a viscus, 
and that gas had got between the liver and the 
abdominal wall. 

My colleague, Dr. Abercrombie, was good 
enough to see this patient with me. He agreed 
with Dr. Squire that there was nothing wrong in 
the right chest, that the trouble was below the 
diaphragm, and that probably perforation had 
occurred. The fact that stomach symptoms had 
never been marked, and that the pain had been 
entirely right-sided, made me suspect a duodenal 
ulcer. I opened the abdomen above the navel, 
expecting to find free gas and diffuse peritonitis. 
I found absolutely nothing. The colon, perfectly 
healthy, presented; there was no injection of it. 
I went over the anterior surface of the stomach, 
but found nothing the matter with it; and there 
was no inflammation about the duodenum. I 
therefore closed the wound. The man now got 
steadily better. What was the matter with him I 
do not know. The absence of liver dulness was 
due to the small size and high position (natural) 
of the organ. 

Fractured Patella: Wiring . 

I have in the ward to-day two cases of frac- 
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tured patella, which have been treated in the 
ordinary way, namely, by wiring. The advan¬ 
tage of this method is that the patient is put 
upon his feet very much sooner. Instead of 
having a stiff leg for three to six months, he gets 
about in five or six weeks. The point against the 
operation is, of course, the risk of sepsis. When 
Lister first introduced it, he said no one should 
attempt it unless sure of his asepsis or antisepsis. 
If this is assured—if you are sufficiently practised 
to work aseptically without having to think about 
it—you are justified in undertaking these opera¬ 
tions. This case was a simple transverse fracture; 
and though I treated it by the open method, I 
passed the suture in the way introduced by Mr. 
Barker— i.e. I passed the wire round the patella 
from above, down, and through the joint, the knot 
lying in the quadriceps, out of the way of all 
pressure. The patient had this operation per¬ 
formed on the 14th of this month. The tempera¬ 
ture rose to a little over ioo°, then fell promptly, 
and is now normal. At the end of a week the 
wound was healed, and the stitches were removed. 
He never had any splint, but was simply told 
that he could move his knee as soon as he liked. 
As a matter of fact, such patients do not move 
their knees at once, so the joint gets a few days’ 
rest. I think that is the best way of managing 
these cases. In the majority of instances it is 
not well to practise forced movement, which must 
tend to undo the knot, break the wire, and sepa¬ 
rate the fragments, and which is always dreaded 
by, and excites resistance on the part of the 
patient. On the other hand, patients who really 
try to move their joints have very fair movement 
within five or six weeks. Regular massage of the 
whole limb is a great advantage in these cases. 

The second case is of somewhat different 
nature. The first fracture was produced in the 
ordinary way: the man caught his foot on a stair, 
and in trying to recover himself, broke his patella 
across by the action of his quadriceps. This 
patient is a policeman; he was taking a restive 
man to the station, and in the scuffle he fell upon 
his left knee, and the bone was probably broken 
into several pieces by direct violence. He re¬ 
tained his hold of the prisoner, and in making a 
violent effort to stand, the quadriceps drew the 
upper and lower group of fragments asunder. 
On turning out the large flap by which I 


usually operate in these cases, the state of matters 
shown in the diagram was discovered, with this 
addition—that the upper two fragments were 
about an inch from the lower half of the bone, 
which, was smashed into two main pieces, which 
again were largely splintered. The house surgeon 
who admitted the patient told me that the bone 



was broken into three pieces, and that the frac¬ 
ture was T-shaped. The joint swelled greatly, 
and even under the anaesthetic the lower fragment 
seemed to me to be single. It seemed to me to 
move in one piece, and no crepitus was obtain¬ 
able. This was doubtless owing to the fact that 
the subdivisions were united by the fibrous cover¬ 
ing of the patella, but were separated as far as 
was possible by blood-clot. This difficulty in the 
recognition of a comminuted fracture is worth 
remembering. At either end of the main trans¬ 
verse cleft, a long tear ran into the capsule of the 
knee-joint, proving the violence with which the 
quadriceps must have contracted. The joint and 
prepatellar tissues were very full of blood and 
clot. After cleaning this out, I found it neces¬ 
sary—in order to get the main vertical wire to 
hold—to bind all the small lower fragments to¬ 
gether by a wire loop drawn horizontally round 
them. When this was tightened the strong ver¬ 
tical wire held well, instead of, as heretofore, 
pressing the fibres of the ligaraentum patellae, and 
itself passing into the vertical fissure. The small 
fragment belonging to the upper half of the bone 
was next fixed in position by a couple of fishing 
guts, the capsule was closed, and the skin-flap laid 
down over all. 

As in this case the limb was very large and 
muscular, the bone badly broken, and the hold of 
the wire somewhat insecure, a back splint was 
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applied for a few days; but it has now been taken 
off, and he will soon (two to three weeks) be given 
permission to bend his knee. 

[Note .—This patient left hospital in five to six 
weeks with apparently close union of the fragments, 
able to walk well, and having limited but steadily 
increasing movement.] 


WITH DR. LEWIS JONES IN THE 
ELECTRICAL DEPARTMENT OF 
ST. BARTHOLOMEW’S 
HOSPITAL. 


No. I. 

Gentlemen,— What I have to say to-day will be 
a little formal, because it is in the nature of an 
introduction to the subject of medical electricity; 
but it is my intention to make this course of 
demonstrations consist mainly in the showing of 
cases, in testing them, and in making a few re¬ 
marks upon them, so that they may be as prac¬ 
tical as possible, and I hope that you may be 
able to pick up the technical details of the elec¬ 
trical apparatus and methods in ordinary use in 
practice while you are engaged in the study of 
individual cases. 

Medical electricity has been a matter of 
interest now for one hundred and fifty years. A 
print which is hanging on the wall opposite you 
represents a manner of treating patients by elec¬ 
tricity, and is a hundred years old. But in the 
last few years, since electricity has become a 
matter of commercial importance for electric 
light and in other ways, the progress both of 
electrical science generally and of medical elec¬ 
tricity has been much more rapid. In the eight 
years which I have spent in our electrical depart¬ 
ment here, the advance in medical electricity 
throughout the civilised world has been remark¬ 
able. Those eight years have armed us with the 
current from the electric lighting mains, both 
direct and alternating, the latter having certain 
quite special values in treatment; also with the 
high frequency and high potential methods of 
D’Arsonval and Tesla, with their astonishing 
physiological effects; also with the Rontgen 


rays and with the modem statical machine. And 
as we go on we shall hereafter see continual de¬ 
velopments in fresh directions. 

Electrical treatment and testing has never been 
a subject known intimately by the bulk of the 
medical profession. Hitherto it has been limited 
to a few, but the few have always been found to 
keep medical electricity alive all through that 
long period of one hundred and fifty years. In 
other words, medical electricity is possessed of a 
very considerable vitality, and it is those who 
have studied it most who appreciate it most, 
while those who know least about it are found 
the most ready to condemn it. 

The reason why electricity is not very univer¬ 
sally practised in the profession as a means of 
treatment is because some are stopped by the 
cost of the apparatus needed for its use; others, 
again, are deterred by the difficulty of learning 
their apparatus—and of course to attempt to learn 
the whole subject of medical electricity in a short 
time is a large task. But it is not difficult to 
begin with some simple, useful application of 
electricity, and gradually to advance so as in 
time to cover the whole range. I do not suppose 
that in general practice throughout the country 
there will ever be a great deal of medical elec¬ 
tricity done, because of the time that electrical 
applications take. Each patient has to be per¬ 
sonally handled and treated, which takes a good 
deal of time—much more time than looking at 
the tongue and writing a prescription. Still, 
there is no doubt that electricity is capable of 
giving results which cannot be gained so well in 
other ways, and that is a necessary condition for 
the success of medical electricity. It is of no 
use to be able to do something by electricity 
which can be done equally well by simpler 
means; the electricity must give the desired re¬ 
sult better than the other known ways. For¬ 
tunately there are such conditions, that is to say 
there is a field in which electricity stands first 
Besides, you may be able to notice that the faith 
in drug treatment is slowly decaying. Already a 
part of the leaves, and roots, and barks in the 
Pharmacopoeia have been eliminated, and before 
you have done with medicine you will see the 
elimination of a good many more. Instead of 
drug treatment, the general tendency of the day 
is more and more towards treatment by physical 
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methods, such as by massage, by electricity, by 
heat, and even by light Just lately treatment 
by electric light and by sunlight has been coming 
to the front. For example, as you may have 
read in the papers, in Denmark the treatment of 
lupus by the light of the arc lamp has been de¬ 
veloped with success, and the use of light for 
other morbid states has also begun to be studied 
of late years. 

We may divide medical electricity into three 
simple branches: (1) electrical testing; (2) the 
treatment of general diseases by general electrifi¬ 
cation ; and (3) the treatment of local conditions 
by local applications of electricity. 

We will take electrical testing first, because it 
stands on a rather different footing to electrical 
treatment. You will find plenty of people whc 
admit that electrical testing is very important and 
useful, even while they will assert that electrical 
treatment is of litde or no use. Electrical test¬ 
ing is of the utmost value. For example, 
supposing you have a patient with facial paralysis, 
the first time you see the patient you can tell, by 
simply testing him, a very great deal about the 
probable duration of the paralysis and the pros¬ 
pect of recovery. If the electrical reactions are 
natural in quality and normal in quantity, you 
may justly state that the case will be of short 
duration and will recover quickly. If you find 
changes in the electrical reactions, you will know 
that the case will be of long duration, and when 
you are quite familiar with electrical testing, you 
will be able to give a very fair idea of the pro¬ 
bable period over which the disease will extend, 
and whether recovery will be complete or incom¬ 
plete. In the absence of electrical testing, cases 
of facial paralysis look much alike, and the indi¬ 
cations to guide one in prognosis are limited. I 
would like to relate a case I saw some time ago, 
as I think it will impress upon you the importance 
of electrical testing. A man had had an accident 
with some broken glass, and cut his arm and fore¬ 
arm in four places. These wounds were all more 
or less in the line of the ulnar nerve, and the 
ulnar muscles were paralysed. At the time of 
the accident the ulnar nerve was found to be 
divided in two of the wounds, and the nerve was 
accordingly joined in both places. In the other 
two wounds the nerve did not seem to be injured. 
By-and-by the wounds healed, but the local para¬ 


lysis persisted, and I was asked to see the patient* 
and to say whether the sutured nerves had united 
or not; and I was also asked whether it was pos¬ 
sible that the nerve had been cut in either of the 
other wounds, as well as in those in which it had 
been found and sutured. An electrical testing 
showed that the nerve was undoubtedly cut at a 
third point where no division had been detected at 
the time of the accident, and it followed that the 
nerve must be united at that place before any re¬ 
covery could be expected. The nerve was 
accordingly explored, and the nerve was found 
cut as had been said. It was joined, and the 
wound healed. After the lapse of some weeks, 
as the paralysis persisted, I was asked to see the 
patient once more. This time the electrical test¬ 
ing showed that the nerve had joined, and that 
the case was beginning to improve. After that 
the muscles remained paralysed for some time, as 
was only natural considering that weeks had 
elapsed before the nerve had been properly joined 
up, and eventually a further exploratory incision 
was made in order to see whether union of the 
nerve really had taken place. It was found to be 
well united, the patient was left alone and made 
a proper recovery. The electrical tests had given 
true data each time. I will now show you how 
it was that the electrical test was able to solve 
the problem, because it is a simple lesson in 
applied anatomy. 

The nerve was divided in three places; two 
were in the forearm below the point at which the 
nerve to the flexor carpi ulnaris is given off, and 
these two were discovered at the beginning of 
the case; the third unsuspected section of the 
nerve was at a point above that branch, conse¬ 
quently the reactions in that muscle gave the 
clue. Testing showed that the flexor carpi 
ulnaris gave the reaction of degeneration; it was 
therefore certain that the nerve had been injured 
above the point of origin of the branch to that 
muscle, and it was probable that the injury was 
a division of the nerve. And this is the principle 
upon which the utility of electrical testing de¬ 
pends—it enables you to apply your knowledge 
of anatomy. 

Here is another instructive case. A woman 
wounded her hand by pushing it through a 
glass door; the skin was cut near the pisi¬ 
form bone, but no glass was found in the 
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wound, and there was no evidence that the ulnar 
nerve had been injured. The wound quickly 
healed, but the patient continued to complain of 
weakness in the thumb and index finger, and of 
pain in the palm. She was referred to me for a 
report. Her symptoms were vague, for sensation 
was not affected; there was no apparent para¬ 
lysis of interossei and not much atrophy; but 
the electrical test gave an explanation of her 
complaint which was absolutely free from all 
vagueness. It showed a reaction of degenera¬ 
tion in the ulnar muscles of the thenar eminence, 
and in the first and second interossei (dorsal), 
while the third and fourth and the hypothenar 
muscles were quite natural. The otherwise ob¬ 
scure case was therefore shown by electrical test¬ 
ing to be a case of wound of the deep branch of 
the ulnar nerve at the point where it crosses the 
base of the metacarpal bone of the middle finger. 

Besides this important use of electricity for 
testing nerves and muscles, we may use elec¬ 
tricity for treating certain general morbid states 
of the system, and also for treating various local 
morbid conditions. 

I distinguish between those, because in the 
general states you apply the electricity to the 
whole patient, and in the local conditions you 
apply the treatment to the affected part. General 
electrification has been rather cast into the shade 
for a generation or more, because of the atten¬ 
tion which has been given to local electrification, 
mainly through the writings of Duchenne. The 
title of the best known of his books was 
‘ Localised Electrisation/ and in it he insisted 
that in order to do good by electrical applica¬ 
tions you must apply electricity to the part 
affected. But we are now able to recognise that 
electricity has other useful applications. It is 
not merely useful as a local application to local 
conditions of atrophy, or paralysis, or neuralgia, 
but it is good for certain conditions affecting the 
whole body. We have been too much engrossed 
with applications of electricity to the relief of 
affections of the nervous system, and have not 
given enough attention to other conditions in 
which it is useful. The morbid states benefited 
by general electrification are those states in which 
the general metabolic activity of the body is at 
fault, as, for example, in conditions of debility or 
failure of nutrition, as ip anaemia, in retarded con¬ 


valescence after acute fevers, in paralysis after 
diphtheria, and in the numerous morbid states 
which are left by influenza. It is also of the 
greatest value in general peripheral neuritis. 
Rickets, too, is a simple example of defective 
nutrition which general electrification will cure. 
Rickets, however, is not often treated by elec¬ 
tricity, because it answers to simpler treatment of 
other kinds. Still we sometimes get cases of 
rickets sent in to this department because of 
their muscular debility, which may suggest para¬ 
lysis, and we find that electricity will cure them 
just as well as medicinal remedies. Rheumatism, 
gout, obesity, and perhaps diabetes are other 
instances of perverted nutrition in which elec¬ 
tricity has been of service. I do not mean to 
say that all these are easily cured by electricity, 
but they are general conditions in which general 
electrification has proved good. The results in 
diabetes are striking, mainly in producing a re¬ 
duction of the excretion of sugar; but of course 
this is not in itself the same as curing the 
disease; but in gout and rheumatism the results 
have been good, and this class of cases will form 
an important part of your field of work when you 
take up medical electricity. Thus with electricity 
you can test the condition of the nerves and 
muscles, you can take people with general 
diseases of impaired nutrition and treat them 
by electrification, and you can take local para¬ 
lyses, local neuralgias, and so on, and treat them 
by localised applications. There are in addition 
other indirect ways in which electricity is very 
useful. For instance, electricity is used for the 
electrolytic destruction of naevi and other small 
growths, by surgeons for heating their cauteries, 
for lighting lamps for examining the cavities of 
the body, and it is used for X rays, which open 
a vast field for diagnosis. 

We now come back to the question of how 
electrical testing is useful. Electrical testing is 
useful because the reactions which obtain in 
health become altered in disease. If the be¬ 
haviour of nerves and muscles were the same in 
disease as in health, there would be no electrical 
testing. But there are definite changes due to 
disease, and in applying the tests one looks to 
see whether changes are present or not You 
know from your physiological work that a single 
electric shock applied to a muscle makes it con- 
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tract if the shock be strong enough, while a rapid 
series of shocks produces a series of contractions 
called tetanus. In testing, the series of shocks 
is produced by an induction coil, and single 
shocks are produced by cells of a battery. And 
in testing nerve or muscle one has to take note 
both of the reactions to the induction coil cur¬ 
rent, and to the single shock of a battery of cells. 
Many people use the word faradism when they 
mean shocks from a coil, and galvanism when 
they mean shocks takan directly from the cells. 
Those words, however, are now getting old- 
fashioned. You will notice that I shall use them 
as little as possible. They are not understood 
by electrical people outside the medical profes¬ 
sion, and as they are unnecessary we should try 
to avoid their use, substituting the terms treat¬ 
ment or testing by coil or by cells, as the case 
may be. When the current of a coil is applied 
to healthy muscles you get a muscular contrac¬ 
tion which lasts as long as the current is applied. 
The current from the cells does not act in this 
way unless it be very strong. When it is of the 
ordinary strength used in testing, the muscle only 
contracts momentarily at the instant when the 
current is turned on, as you shall see. Here are 
the wires and pads for conducting the current to 
the patient. I put them in position, and I close 
the circuit by means of a “ testing ” electrode 
which I hold to the muscle or nerve to be tested. 
On the handle of the testing electrode is a key 
for closing the circuit. With the coil you can 
see that the contraction lasts as long as the cur¬ 
rent is kept on. The behaviour with a current 
from the cells is different. I close the circuit 
and keep it closed, and though the current con¬ 
tinues to traverse the muscle, the contraction is 
over and gone within a tenth of a second after 
the first contact, and the muscle is at rest again. 
With strong currents there may be a similar but 
weaker contraction at the moment of breaking 
the circuit. There are two poles to a battery, 
the positive and the negative, and their effect in 
producing a muscular contraction is unequal. 
When the pole applied to the muscle is negative 
the contraction is more readily obtained than 
when it is positive, and for that reason one habi¬ 
tually uses the negative pole in testing. With 
the induction coil there is not this “ polar ” 
difference. 


Now in certain conditions of disease it is found 
that the contraction of a muscle to the coil cur¬ 
rent disappears entirely, no matter how strong 
the current may be, while at the same time the 
current from the cells produces a peculiar kind 
of contraction which is well described by the 
word sluggish. This loss of coil contraction, to¬ 
gether with the sluggish alteration in cell con¬ 
traction, implies a profound change in the muscle, 
and the condition is known as the reaction of 
degeneration, or “ R. D.” This reaction of de¬ 
generation is associated with paralysis, more or 
less complete, in the muscle which shows it; but 
it is only in some paralysed muscles that the re¬ 
action of degeneration is seen, for in some para¬ 
lysed muscles the electrical reaction remains nor¬ 
mal. Therefore, the electrical test separates 
paralysed muscles into two groups—those which 
show the reaction of degeneration, and those 
which do not. This enables one to form an 
opinion as to the seat of the lesion causing the 
paralysis, because the reaction of degeneration is 
only found when the lesion causing the paralysis 
occupies a certain part of the nervous tract. Let 
us consider the course of a voluntary motor nerve 
impulse which commences in the brain and ends 
in the end plate of a muscle. It begins in the 
motor cortex of the brain at a ganglion cell, from 
which there is a long process or fibre coming 
down in the cord to what you may call the 
nucleus of origin of the muscle, in the grey- 
matter of the anterior cornu of the cord. Here 
there is a communication with a second ganglion 
cell which, in turn, sends down a process or 
nerve-fibre to end in the muscle. In a motor 
tract there are therefore two cells with long pro¬ 
cesses, the upper and the lower, to which Sir Wm. 
Gowers has given the names of the “ upper 
segment ” and the “ lower segment.” A lesion in 
either the upper or the lower segment will cause 
paralysis, but it will not equally cause R. D. The 
lesion must be in the lower segment, either nerve 
cell or nerve fibre, to cause R. D. And so elec¬ 
trical testing gives an answer to the question, 
“ Is this paralysis due to a lesion in the upper 
segment or in the lower segment ? ” In hemi¬ 
plegia which is due to a cerebral lesion the 
muscles are paralysed, but the electrical reactions 
remain normal; but in paralysis from injury to 
a nerve trunk, the paralysed muscles show R. D. 
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Here is an illustration. A woman fell down some 
stone steps and cut her head. She was picked 
up insensible and paralysed in one arm, and in 
that state was brought into the hospital. The 
question at issue was: is her paralysis caused by 
her head injury? It was quite uncertain, and 
different people took different views of the case, 
but electrical testing showed R. D. in many 
muscles of the arm, and so gave an answer with¬ 
out any uncertainty at all, that the injury to the 
head was not the cause of the paralysis, but that 
the symptoms were caused by injury to the 
brachial plexus near the shoulder The question 
of an operation to explore the wound of the head 
could therefore be dismissed. The blow on the 
head no doubt caused her initial insensibility 
but did not cause her paralysis. 

As other instances of disease in the lower seg¬ 
ment causing R. D. you shall take infantile para¬ 
lysis, where the lesion is in the ganglion cell or 
nucleus of origin of the nerve fibre in the cord; 
and neuritis, where the lesion is in the nerve- 
fibre proper. Those conditions I shall be able 
to show you as we go along. Let us consider 
what happens in a case of myelitis. If the 
myelitis involves the whole spinal cord, it in¬ 
volves the cells of the lower segments of all the 
muscles of the trunk and limbs, but it usually 
occupies a portion only of the spinal cord. There 
might be a myelitis involving the region of the 
cervical enlargement only. What would be the 
result of that? Paralysis of the muscles of the 
arms with electrical changes and R. D., and 
paralysis of the muscles of the legs without these 
changes. The muscles of the lower extremities 
would be paralysed, because cut off from the 
motor area of the brain; but their nuclei of 
origin in the cord, and the nerve-trunks passing 
from there to the muscles of the lower limbs 
would not be involved, and therefore there would 
not be R. D. So by electrical testing you could 
investigate the limits of the disease in a case of 
transverse myelitis involving part of the spinal 
cord. With care you could determine the upper 
and lower limits of the lesion very closely, if you 
knew the levels at which the nerves leave the 
cord and the muscles which the different nerves 
supply. 

Passing now from testing to treatment, we come 
to the question of how to apply therapeutic elec¬ 


tricity. First, as to how to apply it in general 
stimulation for general diseases. That requires 
the application of the electricity to the body as 
a whole, and the most convenient way is to have 
a bath of water and put the patient into it, and 
pass the current, which is by preference an in¬ 
terrupted current from a coil, or the somewhat 
similar sinusoidal current of an alternating cur¬ 
rent dynamo, through the water by means of 
two electrodes, one at each end of the bath. 
Some part of the current passes through the 
water and is lost, but some goes through the 
patient, travelling from end to end and acting 
upon every part. A bath has several other advan¬ 
tages. It so thoroughly moistens the skin that 
the current enters the patient with the minimum 
of discomfort to the sensory nerves of the skin. 
We use a small bath for babies and young chil¬ 
dren, and you will be pleased to see how well 
they stand a strong current when given in this 
way, because it passes through them without en¬ 
countering much skin resistance. Therefore 
under many circumstances a bath is a very con¬ 
venient way of applying electricity. Here we 
also use small baths for local application to the 
arms, and we have baths for our cases of infan¬ 
tile paralysis, whose legs are generally paralysed; 
and we have a large bath for the treatment of 
adults by general electrification. Other ways of 
producing general electrification are by means of 
a statical machine, or by means of D’Arson vaTs 
high frequency currents. The results obtained 
by either of these methods are much alike. Those 
who have a bath recommend a bath; those who 
have a static machine or a high frequency appa¬ 
ratus prefer that. The effects of general electri¬ 
fication as observed experimentally are, that it 
increases the production of carbonic acid gas, 
increases the production of heat in the body, 
increases the rate of circulation and respiration, 
and increases the rate of elimination of waste 
products, especially of urea. Those are the signs 
of increased metabolic activity upon which is 
based the application of general electrification in 
medicine. 

The bath must be a non-conductor, that is to 
say, it must not be made of metal. The elec¬ 
trodes at the two ends may consist of plates of 
copper or of zinc. The patient lies with his feet 
against the foot-plate, but with his back pro- 
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tected from the upper plate by a back rest. A 
screen of basket work answers well for this. The 
current most usually employed is that from the 
induction coil, or from an electric light main 
supplied by alternating current It has been 
shown that varying currents have a greater effect 
upon the metabolic exchanges of the body than 
steady currents which do not vary. Where the 
alternating current is to be had it is the best, as 
it is more smooth, and more comfortable to the 
patient. The water must be warm enough to 
prevent the patient being chilled, that is to say 
98° or 99 0 Fahr. The bath may last for ten or 
fifteen minutes, and may be repeated every day, 
every other day, or twice a week, according to 
what may seem desirable. Here at the hospital 
most cases receive two baths a week, because 
there are two days a week for men and two for 
women; but with in-patients we may give three 
baths a week or even more. Still with the two 
baths only per week out-patients seem to do very 
well. 


Diagnosis of Epilepsy. —Lannois and Car¬ 
rier have conducted a clinical study on a recently 
observed phenomenon—/. e. analgesia of the ulnar 
nerve (Biernacki’s sign) in the epitrochlear space 
between the internal condyle of the humerus and 
the olecranon. One hundred and thirty epileptics, 
including eighty females and fifty males, were ob¬ 
served. Of the eighty females, 40 to 50 per cent, 
showed normal ulnar-nerve symptoms on both 
sides. In eleven cases—23 per cent.—there was 
diminished sensibility on both sides. Normal 
sensibility of one side only was present in nine 
cases, while there was complete analgesia on both 
sides in fourteen cases, and complete analgesia on 
one side in ten cases. Thus there were 55 per 
cent, normal nerves, 20 per cent, with dimin¬ 
ished sensibility, and 24 per cent, with complete 
analgesia. In fifty male epileptics 58 per cent, 
showed normal sensibility, 28 percent, diminished 
sensibility, and 14 per cent, were analgesic. This 
symptom should not be considered as one of the 
stigmata of epilepsy. As a helpful sign in the 
diagnosis of hysteria from epilepsy, however, it 
may have some value. 

Monthly Cyclopaedia , January, 1900 


ON 

THE TREATMENT OF SYPHILIS.* 

BY 

C. F. MARSHALL, M.D., B.Sc., F.R.C.S., 
Assistant Surgeon to the Hospital for Diseases of the 
Skin, Blackfriars; formerly Resident Medical Officer 
to the London Lock Hospital. 

% _ 


The treatment of syphilis has for some time 
been the subject of much controversy, and re¬ 
cently several important discussions have taken 
place concerning it; the chief of these was at the 
International Medical Congress at Moscow in 
1897. Many important articles by eminent 
authorities have also recently appeared in the 
Continental and in the English and American 
medical journals. I propose to-night to give a 
resume of the most important questions regarding 
the treatment of syphilis which have been dis¬ 
cussed, and also to give my own opinion as to 
the relative merits of the various methods of 
treatment, and the best course to adopt in the 
treatment of the disease, both general and local. 

We have three main points to discuss: — 

1. Should treatment be begun during the 
primary stage, or not till secondary sym¬ 
ptoms arise? 

2. Should the treatment be continuous, inter¬ 
mittent, or symptomatic? 

3. How long should the treatment last? 

1. Concerning the first question, the chief 
objection to treatment during the primary stage 
lies in the difficulty in foretelling whether a 
primary venereal sore will be followed by syphilis 
or not. The primary sores are so varied in 
nature, and syphilis follows so often on soft sores, 
especially in women, that the diagnosis, and 
therefore the treatment, must wait till secondary 
manifestations arise. Moreover, it is known that 
syphilis may occur without a primary sore. An 
undoubted case of this kind came under my own 
care, and was published in the 1 Lancet ’ (May, 
1889). My own practice is to wait till the secon¬ 
dary signs appear, unless the sore is a typical 
“ Hunterian ” hard sore, with distinctly hard and 
enlarged glands in the groin. The so-called 
“ shotty glands ” in the groin are not diagnostic, 
and often occur in connection with simple sores 

* Delivered before the New Cross Medical Society. 


Digitized by 


Google 



286 The Otinioal Journal.] 


MR. C. F. MARSHALL. 


[February 21,1900. 


on the penis, such as herpes genitalis. In some 
people they are even found normally, especially, I 
believe, in athletes. 

I also think it wise to treat a suspicious sore 
on the face, where it is likely to leave a scar and 
cause disfigurement. This applies especially to 
primary sores on the eye or eyelid, which may 
cause much trouble during cicatrisation. 

2. With regard to the second question, we 
have three schools of thought, each having its 
own advocates, (a) The continuous treatment is 
the one usually adopted in England, (b) The 
chronic intermittent treatment is the one advocated 
by Fournier and others, and consists in alternate 
periods of treatment and intervals of rest, (c) 
The symptomatic treatment is upheld by Neumann 
and other Continental authorities. The advocates 
of this system only advise treatment during the 
actual presence of symptoms. 

The difficulty in deciding which is the best of 
these three systems of treatment lies in the fact 
that it is almost impossible to obtain statistics 
showing the proportion of cases of tertiary 
syphilis which follow each system. In order to 
determine this, trustworthy notes would have to 
be kept of each patient for twenty years or more. 
The objections raised against the continuous and 
the intermittent methods are, first, that they do 
not prevent relapses; and secondly, that the sys¬ 
tem becomes so inured to the presence of 
mercury in the tissues, that it requires large doses 
of the drug to produce effect if further symptoms 
arise. 

3. as regards the duration of mercurial treat¬ 
ment the periods recommended vary from one to 
five years, the usual time being two years. 

For my own part I think the symptomatic 
treatment the best in the main, but that it is 
wise to begin with a course of six months more 
or less continuous treatment—say two courses of 
three months each, with an interval of two or 
three weeks between them, the second course 
being milder than the first. After this I think 
the treatment should be regulated by the presence 
or absence of symptoms. The patient should, 
however, be advised to present himself for 
examination once a month for another year. 

The objection to the prolonged treatment is as 
mentioned above, that the mercury has less power 
to act when the system is saturated with it. 


Methods of administering mercury . — These 
are: (1) internal medication, usually by pills; 
(2) fumigation; (3) inunction; (4) intra-muscular 
injection; (5) intra-venous injection. 

Internal medication is the most usual and most 
convenient method. The objections to it are the 
occasional occurrence of digestive disturbances, 
diarrhoea, etc. 

Fumigation. —This method is seldom used 
now, but it was held in great favour by the late 
Mr. Henry Lee up to the time of his death. 
Fumigation is carried out by means of a vapour 
bath, which is best taken at bedtime. From 
twenty to thirty grains of calomel are placed in a 
metal dish, which is placed in another dish con¬ 
taining some boiling water, and the whole is 
placed over a spirit lamp. This apparatus is 
placed under the seat of a chair on which the 
patient sits, covered with a blanket reaching from 
the floor to his neck, which it surrounds closely. 
In about twenty minutes the calomel is volatilised 
and absorbed by the skin owing to the profuse 
perspiration induced by the vapour bath. After 
this he is wrapped in a blanket and put to bed. 
This treatment is repeated two or three times a 
week till the desired effect is produced. It can¬ 
not be recommended as a routine treatment, but 
may be tried in cases which resist other forms of 
treatment. 

Inunction. —The method carried out at Aix-la- 
Chapelle, where it is the routine treatment, is as 
follows. The patient takes a short walk before 
breakfast and drinks the natural water. This is 
followed by a light breakfast, after which a bath 
of the natural water is taken. Half an hour later 
a professional rubber rubs in seventy-five grains 
of mercurial ointment a little weaker than that 
of the B.P. The rubbing lasts twenty minutes, 
and is done in the following order :—First day, 
the calves; second day, the thighs; third day, 
the back and arms; then returning to the calves. 
The course lasts six weeks, and the patient is 
told to take great care of the teeth and gums, 
brushing the former after each meal, and washing 
the mouth with a wash consisting of acetate of 
lead and alum. The patient’s diet is not re¬ 
stricted, and he is advised to live well. Spirits 
are forbidden, but claret and beer permitted. 
The treatment is repeated within a year. 

The objection to the inunction cure carried out 
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at home is the difficulty in keeping it secret. It 
is also a dirty method. 

Intra-muscular injections . — These are made 
once a week into the muscles of the buttock by 
means of a platinum iridium needle and syringe. 

The chief substances used are: (1) sal alem- 
broth (njx of the fluid equals one-third grain of the 
salt). Injections are made once a week into alter¬ 
nate buttocks till symptoms have disappeared; 
then every two weeks, and later every month till a 
year or a year and a half have elapsed. (2) Grey 
oil. This consists of mercury 5j; lanolin 5ij by 
weight; and carbolic oil (i in 20) Jiv by measure. 
This has been used by Major Lambkin exten¬ 
sively in the treatment of syphilis in the Army. 

(3) Sozoiodol of mercury (sozoiodol contains 54 
per cent, iodine, 7 per cent, sulphur, and 20 per 
cent phenol) has also been used as an injection. 
Lambkin recommends Sodae Iod. gr. x; Hydrarg. 
Sozoiodol gr. v; Aq. Dest. tt\2oo. Ten or fifteen 
minims of this are used once or twice a week. 

(4) Salicylate of mercury. This was recom¬ 
mended by Hallopeau and others in the form of 
four parts salicylate of mercury to thirty parts oil 
of vaseline. Half a cubic centimetre was used 
twice a week. (5) Calomel. This is used by 
some Continental surgeons as a routine treat¬ 
ment, but Fournier and others confine its use to 
cases which resist other forms of treatment, or to 
certain special conditions, such as recurrent 
erosion of the tongue, etc. One to one and a 
half grains are used at a time suspended in oil or 
glycerine. 

The advantages of the injection treatment are 
(1) secrecy, (2) definite dose of mercury, (3) it is 
carried out by the surgeon himself. The dis¬ 
advantages are (1) pain, (2) induration of the but¬ 
tocks and abscess. Abscess can be avoided by 
antiseptic precautions, but the pain is consider¬ 
able in sal alembroth and sozoiodol injections, 
and severe in the case of calomel. The grey oil 
appears to be the least painful. I have myself 
only had experience with sal alembroth injections, 
and have frequently had to give them up owing 
to the pain caused by them. Moreover I have 
seen no advantage in this method as regards 
results, compared with inunction or internal 
medication. 

Intra-venous injection. — This method consists 
in injecting into one of the veins of the arm 


twenty minims of a 1 per cent, solution of cyanide 
of mercury. Injections are made daily till sym¬ 
ptoms disappear. Its advocates claim that it is 
painless, rapid in its effect, and that it often cures 
lesions which resist other methods. The dis¬ 
advantages are the irksomeness of daily injec¬ 
tions, both to patient and operator, and the 
possible risk of thrombosis. 

In reviewing these different methods I think 
that internal medication is the best for all ordinary 
cases of syphilis, and inunction or injection of 
grey oil the best for severe cases, and cases where 
rapid mercurialisation is indicated, such as iritis, 
etc. The best form of ointment for inunction is 
the unguentum cinereum consisting of one part of 
mercury, one part of lanoline, and half a part of 
olive oil. Half a drachm of this should be rubbed 
in daily after a warm bath, and different parts of 
the body used alternately. The rubbing should 
last twenty minutes. The best form of pill is, I 
think, two grains of blue pill with one eighth of 
a grain of powdered opium. Other pills which 
may be tried are the grey powder; Plummer’s pill 
(containing one grain of calomel); the green 
iodide, etc. 

Local treatment.—Primary sores are best treated 
with powders such as creolin, airol, chinosol, etc. 
Iodoform is objectionable, and the others are just 
as good if not better. Phagedcenic sores should 
be treated by warm disinfectant baths containing 
creolin, chinosol, etc. 

Cutaneous syphilides often benefit by the addi¬ 
tion of local treatment The best ointments are 
the ammoniated mercury or the yellow oxide. 

Tertiary sores also improve with local treat¬ 
ment. Liquor Sodii Chlorinatae is one of the best 
lotions to use; creolin is also good. The mer¬ 
curial ointments mentioned above may be used in 
a dilute form, but the red oxide of mercury is 
preferable. I have had good results from the 
use of a 1 per cent, ointment of iodine. Powders 
such as airol, and other of the new iodine com¬ 
pounds are also useful. 

Ulceration of throat. —For ordinary cases of 
ulceration a mixture of iodide and chlorate of 
potassium is good. Locally the ulcers may be 
touched with chromic acid gr. xl, or silver nitrate 
gr. x to the ounce. As a gargle perchloride of 
mercury is one of the best, but for severe cases I 
have found a gargle of chlorine water very useful. 
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The use of iodides .—The best method to ad¬ 
minister iodides is by a mixture of the sodium and 
potassium salts. Five grains is enough to begin 
with, and the effect is improved if the dose is 
diluted with half a pint of water and taken on an 
empty stomach, lodism often disappears when 
the dose is increased. If it does not subside, it 
is best treated with arsenic, and iodism is often 
prevented by adding two or three drops of liquor 
sodii arseniatis to each dose of iodide. 

The question as to the use of iodides in the 
secondary period is one on which opinions differ. 
I think it hastens the disappearance of symptoms 
and also helps to circulate the mercury in the 
system. In severe secondary lesions the com¬ 
bination with mercury as the biniodide is often 
effective. 

Treatment of congenital syphilis. —The main 
principles of this are : (i) If the mother is syphili¬ 
tic, the child should be suckled and treated 
through the mother’s milk by administering mer¬ 
cury to her. (2) If the mother has no signs of 
syphilis, it is a debatable question whether she 
should suckle the child or not The argument 
against the mother suckling the child is the pos¬ 
sible infection of the mother from the child, form¬ 
ing an exception to Colies’ law of immunity. The 
arguments in favour of suckling are the rarity of 
such cases of infection and the better nourish¬ 
ment the child gets. Coutts, who has investigated 
this important question (Hunterian Lectures on 
Infantile Syphilis) thinks that the danger of infec¬ 
tion from inherited syphilis is much exaggerated, 
and mentions that out of many thousands of cases 
seen at the Shadwell Children’s Hospital, he has 
only seen or heard of five cases of infection from 
inherited syphilis, four of which were exceptions 
to Colies’ law. He considers the exaggerated 
ideas of the infectiousness of hereditary syphilis 
held by the older writers, such as Colies and 
Diday, were largely due to cases of acquired 
syphilis in infants being confused with the in¬ 
herited cases. Coutts therefore advises the 
healthy mother to suckle her syphilitic child, 
except when she has cracked nipples or the child 
has sores in the mouth. 

In the absence of suckling, the best treatment 
for the infant is to put some mercurial ointment 
(half B.P. strength) on the binder. Enough of 
this is absorbed owing to the child’s movements. 


Later on one-grain doses of grey powder may be 
given two or three times a day. This drug is well 
borne by children. Treatment of hereditary 
syphilis should be symptomatic, i.e. limited to 
the periods when symptoms are present. 

Preventive treatment. —Fournier has recently 
advocated the preventive treatment of hereditary 
syphilis by treating the child in utero. He 
advises treatment of the mother with mercury in 
all cases where the father is likely to infect the 
child, whether the mother has syphilis or not. He 
states that it seldom causes abortion, and does no 
harm to the mother Small doses should, of 
course, only be given. 

Hygienic treatment of syphilis. — This forms 
one of the most important factors in the treat¬ 
ment of syphilis. The patient should get as much 
fresh air and moderate exercise as he can. He 
should have a liberal diet and a moderate amount 
of port wine or burgundy. Tonics, especially 
quinine, are often of much value. In cases of 
anaemia caused by syphilis or mercury, arsenic 
has more effect than iron. 

As regards the administration of alcohol in 
syphilis, opinions differ. One authority is fond 
of stating that “ you can preserve syphilis in 
alcohol,” and forbids all alcohol to his patients. 
However, it does not appear to me to be a 
rational proceeding to forbid all stimulants to a 
man accustomed to his glass of wine or his 
whisky and soda, and put him on a course of de¬ 
pressing drugs. By all means let him be 
moderate, but a course of good port wine will 
often cause much improvement in his condition. 
I should rather prefer to say, “you can preserve 
syphilis in mercury,” for I believe as much harm 
is done by the injudicious use of mercury as by 
alcohol. 

In conclusion, I wish to point out that the 
routine treatment of syphilis by any method (ex¬ 
cepting, of course, a possible serum treatment in 
the future) is not scientific. Each case must be 
treated on its own merits, for we are dealing with 
a very variable disease. Also syphilis must differ 
according to the stage to which the disease has 
advanced in the person from whom it was con¬ 
tracted, and according to whether this person is 
under treatment or not. Syphilis is also modified 
by the co-existence of other diseases, such as 
Bright’s disease, etc., but these problems are too 
complicated to discuss at present. 
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SOME REMARKS UPON 
THE FEEDING OF PREMATURE OR 
DELICATE INFANTS WITH 
MODIFIED MILK.* 

BY 

G. F. BLACKER, M.D., B.S., F.R.C.S., 

Assistant Obstetrical Physician to University College 
Hospital, and Obstetrical Physician, Great Northern 
Central Hospital. 


The feeding of delicate or premature infants is 
often a matter of great difficulty, and is a subject 
the importance of which can hardly be over¬ 
estimated, since the life or death of the child 
depends upon our success or failure in finding a 
suitable food. The difficulties are increased by 
the fact that in some cases the children are too 
weak to suck, while in others the mother’s milk 
is insufficient in amount or unsuitable in quality. 
The majority of delicate infants undoubtedly 
thrive best if fed upon the breast, and in all cases, 
therefore, where the child cannot be put to the 
breast directly, the milk should be drawn off and 
given in a bottle. In some instances, however, 
drawing off the breast milk is followed by a great 
diminution in its amount or even by its total dis¬ 
appearance ; while in others, especially when the 
child is very premature, the breast milk is found 
to markedly disagree. The analyses of Adriance 
have shown that in cases of premature delivery 
the breast milk tends to retain its colostral pro¬ 
perties for a longer time than normal. Our 
knowledge of the exact composition of the colos¬ 
tral milk is still somewhat imperfect, but it 
appears to contain an excess of proteids and a 
relative deficiency of sugar, and in this lies the 
explanation both of its laxative properties and of 
the fact that it often disagrees with premature 
children. 

In these difficult cases we are driven to find 


* Delivered before the Harveian Society, February 15th, 
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$ome substitute for the mothers' milk, and tor 
the majority of babies such a substitute is at once 
forthcoming in cow’s milk. Cow’s milk, suitably 
diluted, or any of the numerous cream mixtures 
in common use, do quite well for most infants 
with a delicate digestion; but every now and then 
we meet with cases which tax all our resources, 
and in which we iind that cow’s milk, as usually 
•given, caused marked" gastric disturbance. It is 
the custom wi(h many practitioners, under these 
circumstances,* to fall back upon humanised milk— 
condensed milk, the milk of some other animal, 
such as the ass—or a wet-nurse. I need not stop to 
consider the various objections that may be 
brought forward against the use of condensed 
milk. Humanised milk, unless made at home— 
a difficult and unsatisfactory process—is manufac¬ 
tured in bulk, a very -obvious disadvantage, and is 
prepared only in certain strengths, so that it is 
incapable of modification to suit the needs of 
different babies. The trouble and expense of 
obtaining ass’s milk, and the great inconvenience 
and annoyance often caused in a household by 
the engagement of a wet-nurse, render these sub¬ 
stitutes available but for a very small minority of 
our patients. 

In dealing with these delicate infants, the in¬ 
troduction of what is termed modified milk, or 
the method of ordering a mixture of cow’s milk 
of varying composition according to the indivi¬ 
dual needs of the particular child, would seem to 
be a distinct advance in the scientific feeding of 
young infants. The first steps in this direction 
were made by Rotch, of Harvard, and it is to 
him that we owe the greater part of our know¬ 
ledge of the feeding of young babies by cow’s 
milk of varying composition. 

It has been shown that the albuminoid consti¬ 
tuents of human milk are elaborated by the cells 
of the mammary gland, and are not simply an exu¬ 
dation from the lymph vessels. 

Since the composition of breast milk un¬ 
doubtedly varies in the same individual from time 
to time, it may with truth be said that the 
mammary gland is a modifier of the milk it pro¬ 
duces. The employment, therefore, of modified 
milk may be regarded as copying nature’s method 
of preparing the infant’s food. It is a matter of 
common observation that two infants of corre¬ 
sponding weight and vigour will not thrive equally 


well upon milk frona-tb*;*same cot* diluted to the 
same degree. This no doubt explains the very 
divergent results obtained by different observers 
in the use of the same food. Accurate analyses 
of breast milk have conclusively proved that it 
does vary in its. composition within very wide 
limits, and thaf different' children thrive upon 
milks of very different strengths. It is not 
astonishing, therefore, to find that the milk of one 
cow diluted with two or three parts of water, 
often • fails to agree equally well with different 
infants, of the same age. . * 

The chief difference that occurs in the com¬ 
position of cow’s milk or'human milk is in the 
relative percentage of the proteids and the fats, 
the percentage of milk-sugar remaining much the 
same in all cases.. It is possible by changes in 
the diet and the amount of exercise to modify to 
some extent the composition of the breast milk; 
but this is often a matter of considerable diffi¬ 
culty, and, before it can be done, requires that 
the exact composition of the milk should have 
been determined by analysis. The modification 
of the strength of cow’s milk to any degree is, 
however, an easy matter, and enables us, in cases 
where the mother’s milk disagrees, to obtain a 
food suited to as great an extent as it is possible 
for any artificial food to be, to the needs of the 
particular baby. 

The mixtures of cow’s milk and water that are 
used so largely in the feeding of infants are very 
markedly deficient in fat. This defect can b£ 
remedied by the addition of cream, but here we 
are at once met with a difficulty. The cream 
supplied by dairy companies often disagrees with 
young babies, as it usually contains too large a 
percentage qf fat, and various chemical substances, 
which are added to it for the purpose of preser¬ 
vation. No doubt it is the presence of these 
latter that explains the frequency with which the 
addition of cream to a milk mixtqre causes 
marked digestive troubles. By the use of modi¬ 
fied milk, whidh contains a cream of stable com¬ 
position containing 16 per cent, of fat, and in 
which the amount of fat can be accurately regu¬ 
lated, this difficulty is 'got oVer. The dilution of 
cow's milk of average quality with two to three 
parts of water, while it reduces fhe percentage of 
proteids to approximately that present in human 
milk, rebders necessary the addition of more fat 
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and more sugar. The ease with which one can 
alter the amount of proteid in modified milk, 
while leaving the other important constituents 
unaltered, is one of the great advantages of 
its use. The further fact that it is made up 
with milk sugar and not with cane sugar is 
also an advantage. It is, however, held by 
some that the addition of cane sugar to milk 
is advantageous rather than disadvantageous. 
This view is based upon its preservative pro¬ 
perties, and the lesser liability it has than 
milk sugar to undergo lactic acid fermenta¬ 
tion. On the other hand, milk sugar is less liable 
to undergo butyric acid fermentation, and its 
presence not only in human milk, but also in the 
milk of other mammals, tends to show that it is the 
best form of sugar to add to any substitute for 
breast milk. Milk laboratories for the prepara¬ 
tion of modified milk have been in working in the 
United States since 1891; but it is only quite re¬ 
cently, during the last year or so, that any 
facilities have existed in this country for obtain¬ 
ing milk made up according to prescription. As 
the subject is probably a novel one to, at any rate, 
some of my audience, I may perhaps be allowed 
to give a short sketch of how the process of 
modifying milk is carried on in one of these milk 
laboratories. The milk obtained from carefully 
selected cows, free from tubercle, fed uniformly, 
and kept under the best possible conditions, is 
filtered by passing through several layers of sterile 
gau2e into a large tank. In this tank, by means 
of an ice-jacket, the milk is rapidly cooled down 
to a temperature of 40° F. This is to check the 
development of bacteria. The milk house is 
practically clean from a bacteriological point of 
view, as the walls and floor are kept wet with 
clean water, and all dust is rigidly excluded. For 
transport to the laboratory, the milk is placed in 
sealed jars packed in ice. On arrival the jars are 
placed in tanks containing ice water. The whole 
milk is then treated in a centrifugal separator, by 
which not only all the cream, but also any dirt or 
foreign particles which may have found their way 
into the milk during transit are separated out. 
It is found that the percentage of proteids and 
sugar present varies very little in the milk of cows 
fed uniformly and kept under uniform surround¬ 
ings. On the other hand, the percentage of fat 
varies from day to day, and it is necessary, there¬ 


fore, to estimate the percentage of fat present in 
each day’s milk supply. When this has been 
done the milk is ready to be combined in the 
modifying room according to the prescriptions 
sent in. The materials used in this process con¬ 
sist of cream containing 16 per cent, of fat, sepa¬ 
rated milk, a carefully prepared 20 per cent, 
solution of milk sugar, and a solution of lime 
water freshly prepared each day. With these it 
is possible, within certain limits, to make up a 
milk containing the proteid, fat, and sugar in very 
varying proportions. The food thus prepared is 
put up in tubes, each containing the amount re? 
quired for one feed, from which the child is fed 
directly, the mouths being stopped with plugs of 
sterile non-absorbent cotton wool. The tubes are 
then placed in wicker baskets, and heated in a 
steriliser for twenty minutes to a temperature of 
167° F. (75 0 C.). Unless special instructions are 
given to the contrary, the milk is heated to this 
temperature as a routine procedure, because it 
has been found that this degree of heat is suffi¬ 
cient to kill all the ordinary organisms likely to be 
harmful to the digestion of the infant, and it is 
yet below that temperature, viz. 171 0 F., at which 
the proteids of the milk are believed to be coagu¬ 
lated. After heating, the tubes are rapidly cooled 
in the cooling tank down to a temperature of 38° 
F., and are finally sent to their various destina¬ 
tions. The most scrupulous care and cleanliness 
is observed in all departments. The returned 
baskets and empty bottles are sterilised as soon 
as they reach the laboratory. When sent to any 
distance in hot weather, the milk tubes are 
packed in special boxes containing an ice com¬ 
partment in the centre. In writing a prescription 
for modified milk, one aims at getting a mix¬ 
ture of cow’s milk resembling as closely as 
possible the composition of good breast milk. A 
specimen of good breast milk is alkaline, has a 
specific gravity of 1028 to 1034, contains 1 to 2 
per cent, of proteid, 3 to 4 per cent, of fat, 6 to 
7 per cent, of sugar, and 1 to 2 per cent, of salts. 
In the great majority of cases in which either the 
mother’s milk or cow’s milk is found to disagree, 
the reason lies in the presence of too great a per¬ 
centage of proteids. It is best, therefore, to order 
but a small percentage of proteid to begin with, 
and to gradually increase the amount in subse¬ 
quent prescriptions. 
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The following prescriptions are those I am in 
the habit of ordering for a baby of average weight 
during the first four to six weeks of its life. 

1st week . . . Proteid *75 per cent. 

Fat 20 „ 

Sugar 5*0 

Slightly alkaline. Heat to 167° F. 

2nd week . . . Proteid 1*0 per cent. 

Fat 2*5 
Sugar 6*o „ 

3rd to 6th week . Proteid ro per cent. 

Fat 3-5 
Sugar 6*5 

The advantage that modified milk possesses 
over ordinary milk or cream mixtures is un¬ 
doubtedly great. In the first place we know the 
exact composition of the food with which we are 
feeding the child, and in cases where it disagrees 
we are in a position, by altering the relative pro¬ 
portions of the various constituents, to overcome 
the difficulty at the very outset. As the milk 
only requires warming before being given to the 
infant, any danger of faulty mixing or contamina¬ 
tion on the part of the nurse is entirely avoided. 
No cleansing of the bottles is required, a matter 
in which many nurses are very careless, and the 
neglect of which often causes considerable 
trouble. The food is not likely to vary from day 
to day, as ordinary cow’s milk certainly does, 
although usually only to a slight extent. 

Amongst the disadvantages of the use of modi¬ 
fied milk is the greater amount of trouble entailed 
upon the doctor in superintending the composi¬ 
tion of the infant’s food. This is a matter only 
too ofteiv left to the monthly nurse, who is guided 
solely by rule of thumb, and who is usually 
totally ignorant of the very elementary principles 
of successful infant feeding. Any increase in 
the amount of trouble caused to the medical 
attendant will be more than compensated for by 
the absence from his practice of, at any rate, most 
of those troublesome cases of young infants who 
fail to digest the ordinary mixture of cow’s milk 
and water. It may be urged that any method of 
infant feeding which entails our dependence 
upon irresponsible people, such as the employes 
of a large milk laboratory, is a faulty one. This 
objection, I would submit, may more fittingly be 
brought against the use of humanised milk, pre¬ 


pared, as it is, upon a very large scale. In the 
case of modified milk, where each prescription 
has to be made up separately by skilled mixers, 
and where it is quite easy to ensure that this shall 
be so by altering the prescription from time to 
time, this objection can hardly be sustained. 
Then, again, it is said that the feeding of infants 
upon pasteurised or sterilised milk for long 
periods of time is apt to lead to the production of 
low forms of mal-nutrition, or even to the develop¬ 
ment of scurvy. This objection would appear to 
hold good with regard to the prolonged use of 
sterilised milk, although it is an exceedingly diffi¬ 
cult matter to prove, and Rotch thinks the 
evidence is incomplete, but does not appear to 
obtain with regard to milk heated only to 167° F. 
It may be objected that this temperature is not 
sufficient to kill tubercle bacilli, and the experi¬ 
ments of Woodhead show that this is so. But 
it must be remembered that there is no method 
short of fractional sterilisation by which milk can 
be rendered absolutely sterile. In view of the 
great care that is exercised at the present day in 
the selection of cows free from tubercle for sup¬ 
plying milk to the milk laboratories, milk heated 
to 167° F. may be considered for all practical 
purposes as safe to use in infant feeding. Finally, 
it may be said that this method of infant feeding 
is only applicable to a certain class, owing to the 
cost. This is, however, very little greater than 
that of humanised milk, which is being employed 
at the present time for delicate infants in enor¬ 
mous quantities. 

The following case affords a good illustration 
of the advantages and, possibly, the disadvantages 
of modified milk (vide Table I). It is that of a 
female child bom in the month of November at 
the twenty-ninth week of gestation, and weighing 
2 lbs. 12 oz. It was put into an incubator imme¬ 
diately after birth, the temperature of which was 
kept at 90°—95 0 F. The child was very feeble, 
and unable to suck. It was, therefore, fed for 
the first few days upon the mother’s milk, drawn 
off and diluted with water. It lost weight to the 
extent of seven ounces in the first seven days, and, 
as the breast milk failed, modified milk was 
ordered containing *75 per cent, proteid, 1 per 
cent, fat, and 3 percent, sugar, heated to 167° F., 
slightly alkaline, one to two drachms to be given 
every hour. This was administered by means of 
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a small tube with an india-rubber bulb like an 
ink-dropper. The milk was squeezed into the 
back of the throat, and the child then Teadily 
•swallowed it. Two minims of brandy were given 
three times a day, and twice during the night. A 
cylinder of oxygen was kept in readiness in case 
the baby should become oyanosed, but no occa¬ 
sion for its use ever arose. The rectal tempera- - 
ture was 96°, and remained at this level- 1 - 
practically that of the incubator—until the child 
was five weeks old, when it became normal. The 
modified milk was well digested, and on the four¬ 
teenth day the amount of fat and sugar was-in- 
creased to 2 per cent, and 4*5 per cent, respec¬ 
tively. The quantity of milk taken was gradually 
increased, until on the nineteenth day the child 
(was taking Jss at each meal. At the end of the 
third week the stools became very green and 
offensive, and showed some undigested curds ; the 
percentage of proteid was therefore reduced to *5. 
per cent, and the fat to 1*5 per cent. In a few 
days the indigestion had passed off, and the 
strength of the milk was again raised to *75 per 
cent, proteid, 2*5 per cent fat, 4*5 per cent, 
sugar. A little later on, as this was well digested, 
the child was ordered 1 per cent, proteid, 2*5 per 
cent, fat, and 5*5 per cent, sugar. 

It was found necessary to keep the temperature 
of the incubator up to 90°, as if allowed to drop 
below this the extremities rapidly became cold. 
On the twenty-sixth day the child had lost weight 
a little, and was restless and uneasy. The strength 
of the milk was therefore again reduced to *75 
per cent, proteid, 2*5 per cent, fat, 5 per cent, 
sugar. A powder of mercury and chalk gr. 
with carbonate of bismuth gr. 2, was ordered. 
The child soon recovered, and on the thirty-fourth 
day the amount of fat andLsugar was increased to 
3 per cent, and 5*5 per cent. At the end of the 
fifth week the child was contented and comfort¬ 
able. When seen out of the incubator it was 
very’ yellow, but not jaundiced, and wizened. 
During the first eight and a half weeks of its life 
it was only taken out of the incubator once a day 
to be weighed. It was not washed or clothed, 
but wrapped in wool, which was renewed as often 
as soiled. It was first noticed to perspire-when 
eight weeks old. On the forty-sixth day, as the 
child remained fairly warm when taken up, the 
temperature of the incubator was lowered to <85°, 


and the strength of the milk was increased to 1 
per cent, proteid, 3 per cent, fat, and 6 per cent, 
sugar. From the thirty-seventh to the sixty- 
eighth day there w f as a steady gain in weight, the 
total gain during the month amounting to 
ounces. Durihg this period the stools were often 
a little green, but well digested. When eight and 
a half weeks old the child was allowed to be 
taken out of the incubator two^or three times a 
day. It was now much stronger, and its power of 
sucking much greater; instead of requiring five 
or six minutes to take 5j—ij of food it was capable 
of taking 3J—-iss in the same lengthof time. After 
the first week the food was given by means of a 
small glass syringe holding about Jrtj. As the 
child sucked, the piston was slowly pushed down 
. so as to allow the mjlk to flow readily into its 
mouth. In this way the labour of sucking was 
reduced to a minimum. It will be apparent that 
a great deal of care and constant attention was re¬ 
quired in looking after this baby, and, as a matter 
ef fact, it had the services of a day and a night 
nurse for the first ten w’eeks of its life. 

On the sixty-fourth day, as there had been no 
gain for two or three days, and as the motions 
w'ere well digested, the strength of the milk was 
increased to 1*25 per cent, proteid, 3*5 per cent, 
fat, 6*25 per cent sugar; and after an interval of 
a few days it was further increased to 1*75 per 
cent, proteid, 4 per cent, fat, 6*75 per cent, sugar. 
At ten weeks of age the child was put into a cot 
with hot bottles. Nine days later it was moved 
into another room from that which it had up to 
this time occupied. A day or so after this it was 
noticed to be not so well, and had evidently 
caught a chill. At the time there were five cases 
of influenza in the house, and everything pointed 
to the baby having fallen a victim to the epi¬ 
demic. For six days it failed to gain in weight, 
and then lost £ oz., its temperature going up to 
ioo°. It was extremely drowsy and apathetic, 
although it still continued to take its food fairly 
well. It was put back into the incubator, and 
the temperature ordered to be kept at 70°—75 0 . 
Two minims 6f brandy were given with each feed, 
and three minims twice during the night. This 
drowsy state lasted for about a w r eek, and then 
passed off, and on the eighty-ninth day the* child 
had begun to gain weight and its temperature was 
normal. The use of. the incubator had now to 
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bd T '<given up, the baby refusing to remain in ^t, 
and crying until taken out; it was accordingly 
put back into its cot. When thirteen weeks and 
five days old, milk containing 2 per cent, proteid, 
4 per cent, fat, 7 per cent, sugar, was ordered, 
and during the next thirteen days the gain in 
weight amounted to 12 oz. It was therefore 
very surprising to find that during the next 
eighteen days, namely, from the 108th to the 
126th day, the gain was only 4 oz. 

At sixteen weeks of age, or 112 days, the child 
seemed well, and was taking 22 \ oz. of milk 
daily. Permission was now given for it to be 
taken out of the room and to be carried about the 
house, and the intention was to send it out of 
doors w'hen eighteen weeks old. On the 114th 
day the services of the trained nurse were dis¬ 
pensed with... Four days later the child was not 
so well; it had gained only Jss, and had a nap¬ 
kin rash. There seems little doubt but that during 
this period the child was not kept-sufficiently 
warm, and was not carefully enough looked after. 
The nurse who now had it under her charge had 
had no experience of premature babies, and did 
not realise the extreme importance of preventing 
any possibility of chill, and of keeping the tem¬ 
perature of the room at a uniformly high level. 
A week later there was a good deal of purulent 
discharge from both eyes, and this was reported 
to have been going on for a few days. The dis¬ 
charge continued in spite of treatment, although 
it was only slight in amount, and both corneae be¬ 
came ulcerated. The ulceration spread with 
great rapidity, destruction of about half the left 
cornea and perforation occurring in the course of 
a single night. Mr. Marcus Gunn saw the case, 
and regarded it as one of keratomalacia due to 
debility. Pure carbolic acid and eserine were 
employed for the ulcers, but in spite of energetic 
treatment the eye condition became steadily 
worse. The child lost weight rapidly, the tem¬ 
perature went up to ioi*8°, and it died when 
twenty weeks and six days old. Dr. Goodhart 
saw the baby about a week before its death, but 
failed to find any signs of disease sufficient to 
account for its condition. At no time were there 
any symptoms of scurvy. 

The case is one of considerable interest I 
feel sure that if we had not been able to regulate 
the strength of the milk so accurately, the 


child would not have survived as long*'as it did. 
It may be suggested that the cause of death was 
due to the long-continued use of pasteurised milk. 
This is a matter very difficult to prove or dis¬ 
prove ; one can only point out the entire absence 
' of any signs of scurvy, and'’the fact that just 
before the sudden failure of strength the child 
was putting on weight very rapidly, having gained 
twelve ounces in thirteen days. I should be in¬ 
clined to attach most importance to the attack of 
influenza, and to the failure on the part’ of the 
nurse to properly protect the child from cold. 
The weather was very inclement at the time, and 
the winter months are, of course, especially un¬ 
favourable for such cases. 

The next case I wish to mention is an example 
of a healthy baby fed with milk ordered by pre¬ 
scription^^ Table II). As there had been a 
great deal of trouble in feeding one of the pre¬ 
vious children upon the ordinary mixture of cow’s 
milk and water, this baby on the third day was 
put upon modified milk. At this time tjie child, 
a female, weighed 7 lbs. 1 oz. The first prescrip¬ 
tion ordered contained *5 per cent, proteid, 3 per 
cent, fat, 5 per cent, sugar. As this was well 
digested, the proteid was increased the next day 
to *75 per cent. On this the child gained ten 
ounces in ten days, weighing 7 lbs. 11 oz. on the 
twelfth day after birth. At thirteen weeks it had 
doubled its weight, and had trebled it at nine and 
a half months. The slight alterations made from 
time to time in the milk are shown in the table. 

As an example of another class of case, I will 
mention one recorded by Rotch (vide Table III). 
It is that of a healthy baby fed on the breast for 
the first three months of its life. Its mother at 
this time was a good deal worried, and an analysis 
of her milk showed it to contain 3*7 per cent, of 
proteid. The child was constantly crying with 
colic, and very restless. The following prescrip¬ 
tion for modified milk was ordered: 1 per cent, 
proteid, 3*5 per cent, fat, 6 per cent, sugar; and 
after two to three days 1*5 per cent, proteid, 4 
per cent, fat, 7 per cent, sugar. On this the child 
did very well and thrived. When four months 
old it caught a chill and developed diarrhoea, with 
undigested food in the stools. During this attack 
it lost half a pound in weight, and the friends in¬ 
sisted upon a wet-nurse being procured, although 
the digestion soon became normal when the milk 
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Table II. Diet and Weight of Baby fed for First Nine Months on Modified Milk only. 


Child born 


Modified Milk. 


Weight. 


July 13, 1898. 

1 

Proteid. 

Fat. 

Sugar, 

Lbs. 

Oz. 


Ju>y «s. 

5 

3 

5 

7 

1 


„ . 

75 

3 

5 

— 

— 


» 25 . 

1 

4 

6 

7 

n 

12 days old. 

Aug. 2. 

1-25 

3*5 

6 




Oct. 1 ... . 

175 

4 

6*5 

— 

— 


„ 22. 

1 25 

35 

6 

14 

11 

13 weeks old. 

Nov. 11. 

1 '5 

4 

6 


— 


.. H. 

1 ‘5 

4 

5*5 

— 

— 


Dec. 7 ... 

1 25 

3*5 

6 

; — 

— 


1, 16. 

r 5 

1 4 

5*5 

1 — 

— 


Jan. 10. 

Discontinued for week. 

1 - 

— 


„ 18. 

1 *5 

4 

5*5 

! 17 

7 

6 months old. 

Feb. 2. 

2 

4 

5*5 

*7 

15 


Mar. 6. 

2 25 

4 

5*5 




Apr. 27. 

225 

1 375 

5*5 

1 21 

— 

9i months old. 


Table III. Child fed by Mother, Wet-nurse, and with Modified Milk. 


Mother’s Milk 

(Child 3 months old). 


Modified Milk. 


Proteid. 

Fat. j 

Sugar. 


3*7 

2-6 

61 

Disagreeing and undigested 



i 

changed to 


Wet-nurse’s Milk 

(Child 4 months old). 


Proteid. 

Fat. 

Sugar. 


r~ 

3*5 

6 

Agreeing and digested. 

| i*5 

4 

7 

Agreeing well for 1 month. 

1 1 

2’5 

5*5 

f 

Ordered during chill accom¬ 
panied with dyspepsia. 


47 3*3 


Caused colic and diarrhoea; 
changed to 

I 1 1 

1 1 

2 

1 

1 5 

Digested; child hungry. 



3 

I 6 

Gaining. 


i*5 

4 

! 7 

Gaining normally; continued 
to thrive. 


was changed to 1 per cent, proteid, 2*5 per cent, 
fat, 5*5 per cent, sugar. An analysis of the nurse’s 
milk showed it to be most unsuitable for this par¬ 
ticular baby, as it contained 4*7 per cent, proteid, 
3*3 per cent, fat, 5*9 per cent, sugar. The family, ! 
however, insisted upon the wet-nurse being tried, 
and this was done. After each nursing the child 
developed colic, and in twenty-four hours it had 
bad diarrhoea. The stools were undigested, and 
in a few days the baby lost a pound in weight. 
The feeding by the wet-nurse was now stopped, 
and the child put back upon modified milk of the 
following strength: 1 per cent proteid, 2 per 
cent, fat, 5 per cent, sugar. In three days’ time 
the diarrhoea and colic had ceased, and the 


strength of the milk was increased to 1 per cent, 
proteid, 3 per cent, fat, 6 per cent, sugar; and 
finally to 15 per cent, proteid, 4 per cent, fat, 
7 per cent, sugar, and this the child digested well 
and rapidly gained weight. 

Under certain conditions, modified milk is un¬ 
doubtedly of great service in the feeding of deli¬ 
cate infants, and I now order it in such cases 
where it is not possible to get a suitable milk and 
cream mixture made at home, and where one 
would otherwise be compelled to use condensed 
milk, or ass’s milk, or to obtain a wet-nurse. 
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A DEMONSTRATION 
OF DERMATOLOGICAL CASES AT 
CHARING CROSS HOSPITAL, 

November and, 1899 . 

By JAMES GALLOWAY, M.D., F.R.C.P. 


Gentlemen, —The cases I have to show you to¬ 
day have been selected during the last two or 
three days from my clinic, and will perhaps be of 
interest to you. 

Diagnosis of certain Syphilitic Eruptions from 
Psoriasis. 

This patient is sent down to-day from the wards 
to obtain an opinion about the condition of her 
arm. The case is instructive, because it brings 
out the difficulty of diagnosis between certain 
varieties of psoriasis and the forms of syphilis 
which simulate psoriasis. That was the question 
which was raised by one of my colleagues, and as 
she was passing out of the hospital he sent her 
to see me for further treatment. You will notice 
that the patient has an eruption which extends not 
only on the extensor surface of both forearms, 
but also on the legs and to a less extent on the 
body. Therefore it is of pretty wide distribution. 
On looking more carefully at it, you will see it is 
erythematous, that the eruptions are distinctly 
papular, and have the tendency to distribution in 
a circular fashion which is characteristic of both 
diseases. You will also notice a distinct tendency 
to scaliness, especially in certain places. The 
history of it, however, is that the eruption com¬ 
menced since she came into the hospital on this 
occasion. She was admitted suffering from sero¬ 
fibrous pleurisy, which is now well, having been 
relieved by tapping. There has been no sugges¬ 
tion of any other visceral disease. The point 
which helps us most in the diagnosis of psoriasis 
frofn the scaly, papular eruptions which are found 
in syphilis, is the absence or presence of infiltra¬ 
tion. The distribution and colour of the eruption 
and the amount of erythema do not help us very 
much, and as you know the history may be very 
misleading. The history of this case gives us 
very little assistance as far as diagnosis is con¬ 
cerned ; but if you feel any individual lesion, you 


will find that it is distinctly infiltrated. Now no 
psoriasis, even of the most severe character—such 
as senile psoriasis, in which individual lesions 
sometimes last for months—can be infiltrated in 
that way ; the histological anatomy of the disease 
shows the want of infiltration in cases of psoriasis, 
whereas in syphilis the disease is really an infiltra¬ 
tion. What happens in the latter case is this : 
that the round cells which are characteristic of 
syphilitic lesions infiltrate the cutis; the changes 
in the epidermis are secondary to the infiltrating 
lesion. There is desquamation of epidermis and 
certain changes in the actual cells of the rete 
mucosum, but there is no primary lesion in the 
epidermis itself. In psoriasis it is quite the con¬ 
verse ; there is no infiltration. Any changes which 
take place in the cutis in psoriasis are those pro¬ 
duced by slight congestion and oedema of its 
papillary layer. If you make sections of psoriasis, 
you have to look very carefully before you can 
find any infiltrating leucocytes—they are compara¬ 
tively rare. But in such a lesion as this I show 
you, you can see nothing of the structure of the 
skin proper in places on account of the round 
cells present in it. That is what underlies the 
main clinical feature of the diagnosis. In many 
cases most of the other signs, such as distribution, 
colour, duration, and the period of life aA which 
it comes on, may be found in either disease. But 
the question of infiltration will save you from 
error. This case, then, is one of syphilis. The 
history is that she had an eruption appearing as 
small points two years ago, and you will see on the 
right leg the staining which has been left. I pur¬ 
posely avoided showing you that until last, because 
I wanted to show you the less recognisable lesion 
on the arm first. At the same time that she had 
this eruption she suffered very badly from sore 
throat. There is no obvious scarring in the ton¬ 
sils and palate at the present time, and there is no 
other evidence of syphilis whatever. 

The indication we have to keep in our minds, 
then, is the presence or absence of infiltration. 
An infiltrating eruption cannot be psoriasis. You 
can hardly imagine psoriasis becoming infiltrated, 
for a simple psoriasis is an epidermic lesion, a 
congestion of the papillary layer with a certain 
amount of oedema. If you examine the lesion of 
psoriasis you find scarcely a leucocyte; but if you 
examine a syphilitic lesion, such as this, you can 
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hardly make out the true structure of the cutis on 
account of its dense infiltration with leucocytes. 

Syphilitic Ulceration of the Tongue . 

This is a case sent to me to-day by my col¬ 
league, Mr. Wallis, and I want you to notice the 
condition of the tongue and palate. He gives a 
history of coming up to the hospital two months 
ago with a sore on the tongue. The ulcer was in¬ 
durated, and suggestive of a primary syphilitic 
lesion of the tongue. Since that time he has been 
under treatment, has had applications of chromic 
acid to the sore place, and has been taking 
hydrarg. cum creta internally. He comes now 
with the lesion which he originally complained of 
partly healed; but you can see that there is still 
ulceration, and that there has been loss of tissue 
in the centre of the tongue. I want you. to notice 
also the condition of the palate. You will find 
there are several serpiginous ulcers on the soft 
palate and on the posterior extremity of the 
upper jaw. The suggestion made was that this 
was a primary lesion; and he states he used a pipe 
which was also being used by a friend of his who 
had been suffering from syphilis. But I want you 
to notice these-points: that this is a matter of 
only two months’ duration, but there is very slight 
enlargement of the lymphatic glands; there is 
some enlargement,' but not to any marked extent. 
Notice also the peculiar character of the tongue: 
at the point of the tongue, where the lesions pre¬ 
viously existed, there is that peculiar milky-white 
character which is produced by chronic glossitis 
and slight atrophy of connective tissue beneath 
the epithelium; it is evident, too, that ulceration 
has been deep, for there is a fair amount of loss 
of tissue; in addition, the epithelium is very 
much thickened posteriorly. You will appreciate, 
therefore, that in this case, as often occurs in such 
lingual ulcers, the diagnosis is not easy. But the 
conclusion to be drawn is, I think, that the lesion 
is not a primary’ but a late ulcerative lesion of the 
tongue, especially from the fact of want of 
enlargement of tKe submaxillary lymphatic glands, 
a form of adehitrs which is a striking feature in 
primary chancre of the lips and tongue. This was 
very well illustrated in a patient we had in the 
hospital recently, who had a chancre in the lip 
commencing in a crack: she had such intense 
enlargement of the cervical lymphatic glands, 


that she was sent in sis a possible case of lympha- 
denorna. In consequence I have recommended 
the use of the iodides. y 

Totalised Sclerodermia in the Distribution of the 
First Division of the Right Fifth Nerve. 

This next patient came to see me to-day, and I 
have asked her to stay for you to see her. She 
came to see me first of all at the Great Northern 
Hospital seven or eight years ago, and since that 
time she has been under my observation continu¬ 
ously. The history of the case is that some years 
before she came to see me, when she was sixteen 
years of age, she consulted a medical man, who 
considered she was suffering from ringworm, and 
treated her by means of strong caustic applica¬ 
tions, so that loss of hair must have been obvious 
at that time. Gradually this bald patch extended 
to about the suture between the right parietal and 
occipital bones, stretching forward to the right 
supra-orbital notch. But there was the same 
change of skin which you now see, the skin being 
sclerosed, and of a brownish—old ivory—tint; 
and in addition to that, there were patches of the 
same hardening of the skin on the right side of 
the nose and right side of the lip. More recently 
she has had a small patch of the same sort observ¬ 
able on the right side of the lower lip. The case 
is clear to you as one of supra-orbital sclero¬ 
dermia or morphcea, and it is perhaps the most 
characteristic case of the sort I have seen. Notice 
how very closely it follows the same distribution 
as the nerve. Commencing at the supra-orbital 
notch, it extends backwards to the occipital bone. 
It does not stretch back in a pear-shaped fashion, 
but a bay of healthy skin encroaches on the sclero¬ 
dermic area, corresponding to the cutaneous dis¬ 
tribution of auricular branches of the auriculo¬ 
temporal nerve. Not only is that part of the first 
division of the fifth affected, but the nasal branches 
have also been implicated, which accounts for 
these patches of morphoea on the side of the nose. 
The other point of very great interest is that it is 
almost impossible to expect a case—I do not know 
of one having been described—of morphoea con¬ 
fined to the first division of the fifth nerve or to 
any one of its branches. But in our patient there 
is only a very small point on the lower lip w T hich 
is not in the usual area of distribution of the first 
division. There is another point of interest about 
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the case which has not been emphasised—or, 
perhaps, not recognised before the case was de¬ 
scribed—she has well-marked enophthalmos. The 
right eye has sunk backwards very markedly, so 
much so that the right lower eyelid has difficulty 
in accurately meeting the upper. She accordingly 
has occasional lachrymation, the tears pouring over 
the cheek on account of the imperfect meeting of 
the eyelids. The case has been seen by my friend j 
Mr. Treacher Collins, on account of this peculiar > 
condition, and her photograph appears in the 
1 British Medical Journal/ Apparently, therefore, 
enophthalmos results in cases of sclerodermia or 
morphoea affecting the first division of the fifth, 
and probably the same changes which produce 
the marked sclerosis of connective tissue in 
the cutis, produce similar changes in the 
loose connective tissue of the orbit, and the 
eye falls back. No alteration in the function 
of the eye itself takes place. I am glad > 
to say that by constant massage of the skin with , 
lanolin cream, she is now able to w’rinkle the skin ; 
of the forehead, which she was unable to do when 
first she came under treatment. Morphoea of this 
•type is said occasionally to disappear. I have 
never seen it disappear from this situation, but in 
cases affecting the distribution of the intercostal 
nerves I have seen it undergo much improvement. [ 

i 

Iodine Eruption on the Face. I 

This lad has been under my treatment for some [ 
time. He came to me suffering from acne 
vulgaris, and was one of the worst cases I have seen 
for a long time. His face was covered with acne 
pustules. Under the treatment which one uses 
regularly in such cases—soft soap and alkaline 
lotions for the face, followed by applications of 
sulphur and resorcin, either in the form of paste 
or by inunction—he got very much better, and 
was almost quite well. But a short time ago, when 
he came to see me, it was almost impossible to 
recognise him, as his face was so inflamed. Appa¬ 
rently when I went for my holiday he ceased to 
attend the hospital and got worse, and he thought 
he would try to cure himself. He got a prepara- 
r tion, a well - known so - called Blood Mixture, 
and took one and a half bottles of it. When 
I came back the boy was in a most un¬ 
sightly condition. The apparent acne was very much 
worse than when he commenced to attend, and in 


addition there were large inflammatory nodules; 
What he presents now is not acne vulgaris, but id 
produced by the preparation I have mentioned. 
As is well known, this Blood Mixture contain^ 
iodide of potassium, and probably the boy had 
taken a drachm of this drug in all, consequently 
he suffered acutely from this drug eruption. H£ 
took the mixture up to the middle of September^ 
and you will now (2nd November) notice how long 
it has taken for the drug eruption to subside. 
These patches in the neighbourhood of the mouth 
are still infiltrated, and I think they contain some 
pus. In cases of true acne vulgaris, and in such 
conditions as the present case, * the eruption im* 
proves much more speedily if, by the use of a fine 
scalpel or tenotomy knife, the pus in the chronic 
indurated lesions is evacuated, and the skin made 
as aseptic as possible by washing with warm boric 
acid water, or by the application of the dilute 
nitrate of mercury ointment. 


Lupus Erythematosus. 

The case/which I now bring before you is a lad 
aged about eleven years, who has- had an attack 
and still shows signs of lupus erythematosus. The 
disease affected his face and ears only; no other 
part of the body has shown signs of the disease. 
It affected symmetrically both cheeks, the tips of 
both pinnae, and the nose. The nose still shows 
the typical appearance of the eruption—the con¬ 
gested skin, covered with a fine, yellowish-brown 
scale. On the cheeks and ears, however, you will 
note that the congestion has disappeared, and the 
skin in these situations shows a considerable 
amount of superficial scarring or atrophy. Some 
of these very fine scars are circular in shape, while 
in other places the cicatricial tissue is arranged in 
lines and spots. 

It is a pity that the name w lupus ” is still used 
to indicate this disease, as it is also used to indi¬ 
cate a form of cutaneous tuberculosis, viz. lupus 
vulgaris. So far as we know lupus erythematosus 
is toxaemic in origin, the toxins being absorbed 
from many possible sources of infection. It is 
probably more nearly allied to erythema multiforme 
than to tuberculosis, and might well be described 
as scar-leaving erythema multiforme; and just as 
an attack of erythema multiforme disappears in 
the course of a few weeks, so lupus erythematosus 
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may disappear in a few months. This case has 
lasted for about eighteen months. 

The treatment in this boy’s case is that which 
I think should be adopted in all acute cases, 
namely, simply sedative. He has had nothing 
locally since he came under treatment, except a 
lotion of calamine frequently used, while to the 
more inflamed parts a weak ichthyol paste has 
been applied. I am sure that stronger methods of 
medication in cases of lupus erythematosus do 
more harm than good, and especially the operative 
measures, such as electrolysis, scarification, and 
superficial scraping. In the same condemnation I 
wish to include the more powerful caustics, such as 
the acid nitrate of mercury, strong carbolic acid, 
etc. I have frequently been tempted to use opera¬ 
tive measures, with the idea of hastening the scar¬ 
ring of the disease; but I do not think I have done 
good by such measures, and in some cases I have 
done harm. That is also the experience of many 
of my colleagues, in London at all events, to whom 
I have often taken the opportunity of speaking on 
the matter. Leave lupus erythematosus alone; 
never be tempted to do anything to it in the way 
of operative treatment or by caustics, except in 
the very chronic cases of the disease. Some of 
these very chronic cases are probably not 
instances of lupus erythematosus. Internally, I 
have given this boy salicin, in ten-grain doses, two 
or three times daily. I used this drug in the first 
instance, encouraged by the experience of my 
friend Dr. Crocker, who has used it freely as a 
remedy in various forms of cutaneous disease. In 
a few cases of lupus erythematosus in which I 
have used it, it proved satisfactory. He has been 
taking twenty grains of salicin daily almost regu¬ 
larly for the last two or three months. 

Lupus Vulgaris resembling Lupus Erythematosus . 

I now want to show you a case in which pro¬ 
bably I made an error in diagnosis. This case I 
considered for some time to be one of lupus ery¬ 
thematosus. When she came first she was suffer- 
• ing from a symmetrical erythematous eruption with 
very superficial scaliness and a slight amount 
of scarring. On account of its distribution, and 
on account of its tendency to produce fine scar¬ 
ring, I thought it was lupus erythematosus, and I 
treated it in the ordinary way, and the inflamma¬ 
tion got partly better, and a certain amount of it 


healed. But these patches, which I show you, 
have remained chronic, and you will now notice 
that there is a change taking place; they are be¬ 
coming more infiltrated and more nodular in the 
marginal portions. There has been some dis¬ 
appearance of infiltration in the centre. In all 
probability, what I have been dealing with all the 
time has been one of those cases of very super¬ 
ficial lupus vulgaris, w'hich are sometimes very diffi 
cult indeed to differentiate from lupus erythema¬ 
tosus. Lupus vulgaris erythematoides, of which 
this is an example, produces tuberculosis in sus¬ 
ceptible animals. This diagnosis is to a certain 
extent corroborated by the fact that she has 
suffered from previous tuberculosis of the lym¬ 
phatic glands of the neck while a child. Still it 
looked like a case of lupus erythematosus at the 
beginning, and I have only now concluded it murt 
be lupus vulgaris of the superficial kind. I shall 
probably now treat her by scarification, erasion, or 
by means of the actual cautery, or some such 
method. The importance of the diagnosis in 
treatment is that it is this class of case which 
improves when treated by the operative measures. 
If it were a case of true lupus erythematosus, 
strong treatment would probably make it much 
worse than it is. 


Symmetrical Areas of Solid CEdema in Graves's 
Disease . 


This patient shows a very exceptional condition 
of affairs, as you will see immediately. She pre¬ 
sents two symmetrical patches of thickened skin, 
one on the front of each leg, with one or two 
similar patches behind the leg, which have been 
present for eighteen months. The margins of the 
patches are well defined, and the included area of 
skin is probably a quarter of an inch raised above 
the surrounding skin. If you look at the parts 
more closely, you will find they are very slightly 
erythematous. But I ask you to notice particu¬ 
larly that the texture of the skin is changed; the 
orifices of the glands are very much emphasised, 
and in some places the cutis is finely nodular; 
indeed, the characteristic appearance of elephan¬ 
tiasis of the cutis is present. There is no local 
cause whatever that I have been able to make out 
—no history of pelvic inflammation, no sign of 
enlargement of the glands of the groin, no history 
of injury, which indeed one would hardly expect 
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in symmetrical disease; there is no sign of arteries 
or veins being out of order. There are, however, 
certain cardiac symptoms, but not those of organic 
heart disease. She has suffered, very much more 
than she does now, from palpitation and tachy¬ 
cardia. The frequency of the pulse is usually 
greater than normal, and very slight emotional 
causes produce palpitation and emphasise the 
tachycardia. She is also very liable to sudden 
sweating, her hands are liable to be tremulous, 
and at times she shows exophthalmos more marked 
than you observe to-day. She has, in fact, many 
of the symptoms of Graves’s disease, but has very 
slight, if any, goitre. I believe that she does 
suffer from Graves’s disease, and in all probability 
we see one of those rare cases of solid oedema 
occurring in this disease, a condition which has, I 
think, been recorded ; but in this case it is still 
more exceptional, in that the affection is sym¬ 
metrical. This patient has found the skin more 
comfortable as a result of massage; the infiltra¬ 
tion is not so great and the skin is more supple, 
and there is less tendency to excoriation. She is 
taking five minims of the tincture of strophanthus 
and a little compound tincture of gentian twice 
a day. This treatment seems to steady her 
circulation. 

An Exceptional Case of Severe Passive Congestion 
of the Skin with Tachycardia. 

This patient has been under my care in the out¬ 
patient department of the hospital for two or three 
years, and her condition is of such an exceptional 
character that I have asked her to come and show 
herself to you again. She is now twenty-two years 
of age. At about the age of fourteen she is 
reported to have been just as other girls are— 
there was nothing specially noticeable about her. 
At that age she began to develop very suddenly 
the condition she now shows, a condition charac¬ 
terised by congestion of the whole cutaneous cir¬ 
culation. The face shows it very well, and on the 
body it is still more marked. The congestion is 
quite passive, almost hypostatic in some places, 
so that in positions where there are dependent 
portions of skin, such as at the mamma, the skin, 
instead of being red, is actually purple, or even 
bluish black in some places. She is naturally 
stout, but the congestion of her skin gives her the 
appearance of being much stouter than she is in 


reality. In the lower extremities this is particu¬ 
larly the case, the skin of the legs is in the condi- 
dition which you see, not only oedematous and 
dusky red, but tending in places to ulceration. Ir> 
addition to the congestion which you notice, the 
very slightest injury to the skin produces necrosis, 
the sloughing of the skin leaving an ulcer which 
may take many months to heal. These scars I show 
you have taken many months to form. This 
patient has very strange circulatory disturbances, 
apart from what I have pointed out. She always 
suffers from tachycardia; it is very rare to find her 
pulse under'120 or 130 per minute. The apex- 
beat is a little displaced outwards, but there is no 
sign of organic heart disease, no definite murmur, 
no distinct hypertrophy. When she is a little 
excited the tachycardia increases, sometimes the 
pulse running as high as 180 per minute. The 
condition of her urine also is curious. Her urine 
is usually small in amount, but contains four per 
cent, of urea, or twice the normal proportion. 

Such a skin as this is not only easily injured, 
but it is liable to suffer from infective conditions, 
she is apt to show evidences of pyodermias, and 
she suffers a good deal from various forms of 
seborrhoeic dermatitis. When she first presented 
herself, there was nearly a quarter of an inch of 
scurf in the head, which had to be kept down by 
appropriate means. In the arms the lesions of 
seborrhoeic dermatitis are usually present. 

The case is a very exceptional one, and difficult 
of explanation. The greatest care is required to 
keep her in anything like fair health. 


Dysidrosis. 

This patient shows characteristically the lesions 
of dysidrosis of the hands, a condition which is 
frequently treated for and described as eczema. 
She has now a certain amount of dermatitis affect¬ 
ing portions of the hand and wrist, the result of 
septic infection of the primary lesions. You can 
see the papules left, as the result of the vesicles 
which appear between and on the lateral aspects 
of the fingers and on the palms of the hands, so 
characteristic of the disease. Sometimes the skin 
seems to be riddled with these vesicles, and the 
epithelium gets lifted up as a large bulla. The 
great point in the treatment of dysidrosis, as dis¬ 
tinct from eczema, is that you must be particu¬ 
larly careful to prevent septic infection of the 
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vesicles. The septicaemia resulting from an in¬ 
fected dysidrosis may be very severe. For this 
purpose rest, and the frequent use of warm boric 
acid hand baths are most serviceable. The use of 
ointments and pastes, such as might prove sendee- 
able in eczema, is likely to do more harm than 
good. 

Multiple Lupus Vulgaris. 

Here is a case in a girl aged twelve years, of mul¬ 
tiple lupus vulgaris on the body, a disease which 
often responds readily to treatment, especially if it 
is, as this case was, of the verrucose type. She has 
been operated upon on two separate occasions for 
the disease, as you will see with a very good result. 
You will see that there are now two small points 
of recurrence on one of the scars which are left. 
You must watch these cases very carefully for the 
slightest appearance of the gelatinous infiltration 
produced by the disease, and use the fine point of 
the thermo-cautery at once to destroy it. If left 
alone they will produce a nodule of lupus, pro¬ 
bably requiring more extensive operation. 

Eruptions on the Face. 

I have now several cases of diseases of the face 
which I want you to look at. They are cases of 
lupus vulgaris and of syphilis. 

In this case of syphilis of the face, the patient 
(a woman aged about fifty years) was sent to me 
with a request for operation, under the conception 
that the disease was lupus vulgaris. Certain 
features of the case made me disagree with the 
diagnosis, although the disease closely simulated 
lupus, and I therefore decided to give her iodide 
of potassium in considerable doses, and she is now 
nearly well. There was no history of syphilis, but 
the multiple foci of eruption, its want of nodular 
infiltration, and its comparatively short duration 
(some three years) made the diagnosis clear. 

Here is another case—a woman without any 
history of previous syphilitic affection, who pre¬ 
sents syphilitic infiltration of the face, but which 
is much more of the ordinary type. The great 
infiltration in this third case goes far to prove the 
diagnosis of syphilis. 

This is a case of lupus vulgaris in a girl aged 21 
years, which is now, I believe, just on the point 
of being cured, if indeed it is not quite cured. 
She had lupus vulgaris on the face, and also on 


the margin of the upper eyelid. The great prin- 
ciples in dealing with cases such as this are, first 
of all to treat them early; -and then to persevere 
regularly with treatment until they are cured. Do 
not do a big operation by erasion, or excision, or 
by any other means, and then send the patient 
away for three months to the seaside, without the 
opportunity of observing the case closely. Do the 
operation of scraping, or whatever it may be, and 
then continue afterwards to deal with the slightest 
patch as it arises. This patient has been operated 
on several times at short intervals, and the disease 
has thus been kept well under control. The edge 
of the eyelid is not a common situation to be 
attacked by lupus; the lid operation was per¬ 
formed by my friend Mr. Treacher Collins. 

The next case (a woman of thirty-two years of 
age) is one of lupus with rather exceptional 
features. It is of sixteen years* duration. She 
came to me about three or four months ago, at 
which time she had very characteristic patches of 
lupus vulgaris on the distribution where you now 
see the scar. She had been content to go on with 
the eruption without any operative procedure, and 
even now she resisted strenuously our first sugges¬ 
tion, that it should be operated upon. There is 
now a very great improvement. The last two 
patches I show you I cauterised, the other day, and 
you can see the eschar left from it. I now hope 
there will be no recurrence of the disease. In 
lupus vulgaris of the extremities, which tends to 
become verrucose, and in such cases as this 
woman, very good results may be obtained from 
the application of strong salicylic acid in the form 
of plaster and pastes. 


Gu&i&col in Malaria.— Whalen reports four 
cases of malaria contracted in Cuba and success* 
fully treated with guaiacol, beginning with 5 to 10 
minims three times a day, and gradually increasing 
the dose. He says: “ As a result of my experience 
with guaiacol, I have arrived at the conclusion 
that, though I am unable to state positively that 
it is a specific in malarial fever, we possess in 
guaiacol a therapeutic agent of great value in 
many cases which have resisted the ordinary 
methods of treatment.” In all the cases pre¬ 
sented, quinine and other remedies were unable to 
control the chills and fever. 

American Practitioners* Journ., A.M.A . 
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A WEDNESDAY CONSULTATION 
AT ST, GEORGE’S HOSPITAL, 


Dr. Rolleston showed a man aged twenty, who 
had had six attacks of pain in the right loin which 
did not radiate into the testicle. These attacks 
extended over less than a year. The patient h^d 
been in the hospital six times, on each occasion 
had rapidly recovered after coining in, and had 
then gone out. On several occasions he had had 
haematuria, and at the present time had albu¬ 
minuria. On manual examination of the right 
loin there was no tenderness. It was believed he 
had had renal calculus. He was inclined to 
suggest to the patient that he should have nephro¬ 
tomy done. Whether there was a calculus or not, 
he thought exploratory operation a justifiable risk 
on the patient's part to run, to see if that would 
not relieve both the pain and the albuminuria. 
Cases with similar symptoms had been recorded 
where nephrotomy, by relieving renal tension, was 
curative although no calculi were found. In one 
case he had diagnosed renal calculus. Mr. 
Bennett operated and found no renal calculus, 
but the operation cured the patient It was true 
that in this case the symptoms had always been 
relieved in previous attacks by his coming into the 
hospital; but as he had been in the hospital six 
times in less than twelve months, and was anxious 
to have something done that would save him from 
the constant interruption of his life, more active 
treatment seemed desirable. 

Mr. Jaffrey said he thought it would be right 
to cut down on the kidney and explore it. 

Mr. Sheild thought such cases ought to be 
left largely to those who immediately attended 
them. As Dr. Rolleston thought the pain and 
symptoms justified exploration x>f the kidney it 
ought to be done. It was doubtful what might be 
found in some; of these cases; in some stones 
were found, in others not. 

Mr. Turner said, not having previously seen 
the patient, he had no special information beyond 
what had been‘read to his colleagues. Seeing 
that the patient had had attacks of pain on many 
occasions—pain accompanied with . .sickness, and 
had had haematuria as well, he agreed with his 
colleagues and with Dr. Rolleston that it would 


be right to do an exploratory operation, and whilst 
doing that operation he thought it would be 
right to freely incise the kidney at the convex 
border, and put one's finger into the pelvis of the 
organ. He believed that some surgeons who had 
had great experience in this particular form of 
surgery had almost entirely given up the practice 
of probing the kidney with a needle on a handle. 
There had been so many cases in which that 
method had failed to detect the stone which other 
methods had shown to exist, that it had been 
abandoned. Therefore, what he would do would 
be to cut through the renal substance into the 
pelvis, put his finger into the pelvis, and pass a 
bougie from the pelvis into the ureter. 

Mr. Df.nt agreed as to the propriety of explora¬ 
tion, and agreed with Mr. Turner's remarks as to 
the examination to be made of the kidney when 
cutting down upon it in the loin. He was con¬ 
vinced that less harm was done on the whole to 
the kidney by putting the finger at once into the 
pelvis than by needling it. Needling the kidney, 
especially when it was deeply situated, appeared 
to him a most unsatisfactory method of ascertain¬ 
ing whether a stone was present or not. It fre¬ 
quently happened that a surgeon, after having 
freely needled, concluded it was not satisfactory 
and incised it, so that much valuable time had 
been wasted. 

Mr. Bennett said he strongly urged explora¬ 
tion of the kidney. The occurrence of frequent 
attacks of pain, with haematuria, was in itself 
sufficient justification for the course. There 
might or might not be a stone in the kidney, but 
it was quite certain that exactly similar symptoms 
to those described by Dr. Rolleston could arise 
without the occurrence of any stone at all, and 
without any abnormal condition of the kidney 
evident to the naked eye. He, Mr. Bennett, had 
recorded in ‘ The Clinical Journal' some cases 
of the kind, in which the kidney had been cut 
down upon, the capsule divided, and the finger 
introduced into the pelvis; no stone had been 
found in either of the cases, and yet cure had fol¬ 
lowed the operation in each of them. Therefore 
he would certainly explore in this case, dividing 
the capsule freely, and introducing the finger into 
the pelvis to be certain that no stone was present. 
He believed that the operation would cure the 
patient, even though no stone were found. 
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Mt. Haward thought there were ample grounds 
for exploring the kidney in this case, and that the 
particular kind of operation recommended should 
be followed. Of course, one did not always find 
a stone when there was one present. He had 
seen an operation performed, no stone found, but 
the patient a day or two afterwards passed the 
stone, which, perhaps, was pushed out by the 
exploration made a few days before. The pos¬ 
sibility of this happening constituted another 
reason for exploration. 

Mr. Jaffrey brought a man aged seventy- 
eight, who had been in the hospital a month, hav¬ 
ing been admitted on the 27th September with an 
aneurysm of the right popliteal, which appeared 
to be on the point of bursting. Some of his col¬ 
leagues recommended that it should be ligatured, 
and it was done on the same day. There was a 
small popliteal aneurysm on the left side as well, 
and since he had been in it had increased in size. 
The man had been a sailor and a soldier, and had 
always had pretty good health. He denied hav¬ 
ing had syphilis. In addition to the aneurysm on 
the left side, he had what appeared to be an 
aneurysm of the external iliac on both sides. If 
it were not an aneurysm the vessels were certainly 
dilated; it might not be a sacculated condition. 
He wanted to ask his colleagues whether he 
should ligature the femoral on the left side, as 
the popliteal swelling had increased considerably. 
When the man first came in there were certain 
symptoms of dilatation of the first part of the 
aorta. The external iliac on the right side was 
smaller than when he came in. He now pro¬ 
posed to ligature the femoral on the other side. 
For that purpose he intended using a broad kan¬ 
garoo tendon. The right femoral vessel was very 
atheromatous, so much so that when he applied 
the ligature it felt like an egg-shell being broken. 

Mr. Sheild said he thought the femoral ought 
to be ligatured on the opposite side, and hoped 
it would be attended with good results. An 
objection to kangaroo tendon was a chance of the 
knots slipping. But as the vessel was athero¬ 
matous, perhaps that material, or else catgut, 
would be the safest. 

Mr. Turner said he agreed in the first course, 
and thought Mr. Jaffrey was to be congratulated 
on the successful result which had been obtained. 
He thought that augured well for success on the 


opposite side. He should certainly use kangaroo 
tendon, for in his experience, which included a 
fain number of cases* he had nothing but success 
with it. He had seen one or two cases where the 
ligature had not done all that had been expected 
of it, but very likely the same result would have 
ensued with other material. 

Mr. Dent congratulated Mr. Jaffrey on the 
success of the case, especially as the man was 
seventy-eight years of age. Nothing could have 
been better. It was a real cure, not only that the 
blood of the aneurysm had coagulated, but the 
tumour was progressively shrinking. He certainly 
advised ligature on the left side. He, Mr. Dent, 
was in favour of kangaroo tendon. Mr. Sheild 
said the knots might slip. This was true if they 
were not tied in the proper way. He believed no 
loosening of the knot would ever take place if 
both hitches were very slowly and deliberately 
drawn tight, so as to allow all the separate strands 
of the flat ligature to be equally tense. If that 
precaution were taken, the ends of the ligatures 
could be cut as short as the operator pleased. 
Certainly, in an atheromatous vessel flat animal 
ligature was of great importance. 

Mr. Haward said that every one who saw the 
aneurysm before it was operated on, must con¬ 
gratulate Mr. Jaffrey on his successful operation. 
The tumour was on the point of bursting, and the 
arteries of the man were in the worst condition 
for tying. He was certain that only very great 
care and skill prevented a disaster occurring in 
this case. He hoped that ligature on the oppo¬ 
site side would do as well. He was sure a flat 
ligature was the best with which to tie an athero¬ 
matous artery. 

Yaso-motor Stimulants.— From experiments 
undertaken to test divers vaso-tnotor stimulants in 
animals that have been infected with pyocyaneus 
and pneumococci, it is concluded that, in cases of 
vaso-motor weakness due to infection, the most 
useful drugs are caffeine and coria myrtin, and 
next to these is camphor. Strychnine and ergo- 
tine are of little or no value, and are often very 
injurious.—Hans Passler, Deut. Archiv f klitt. 
Med ., vol. lxiv, 1899; Monthly Cyclopedia, Jan., 
1900. 
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SOME OBSERVATIONS UPON 
TUBERCULOSIS.* 

BY 

EDMUND OWEN, F.R.C.S., 

Surgeon to St. Mary’s Hospital, and Consulting Surgeon 
to the Hospital for Sick Children, Great Ormond Street. 


Gentlemen, —When, a fortnight ago, I received 
a complimentary invitation from your President 
to read a paper before this Society, my first in¬ 
clination was to send him an extremely polite 
refusal, for I could not think of any subject on 
which I might venture to address you. 

When I began to search for a possible subject, 
I kept these thoughts before me, that it should 
be one interesting alike to physician, surgeon, and 
general practitioner; that it should be one on 
which my clinical experience might enable me to 
speak with some practical knowledge; and that, 
as it has to occupy our attention in the best part 
of the hour of exhaustion which intervenes be¬ 
tween the end of the day’s work and the begin¬ 
ning of a well-earned dinner, it should not be too 
heavily dealt with. Having, then, these thoughts 
in my mind, it struck me that the title of the 
paper might advantageously be “ Some Observa¬ 
tions upon Tuberculosis.” 

Tuberculosis in general is a subject from which 
it is impossible for us as practitioners to get away 
for long. The disease is everywhere around us 
and in our midst; and until the meteorological 
conditions of our sea-girt isles are vastly changed, 
it will, I fear, continue so to be. 

From the medical point of view an unusual 
amount of attention has lately been drawn to the 
subject of tuberculosis by means of an excellent 
Society which has recently been organised in this 
country to carry* on a never-to-be-ended warfare 
against the disease. Taking its birth upon the 
Continent, the scheme has now received a consi¬ 
derable amount of support with us, and its effect 

* Delivered before the Thames Valley Branch of the 
British Medical Association, February 21st, 1900. 
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cannot be but for good. Indeed, I believe that 
its influence is already becoming apparent; people 
have begun to think about the risks, and about 
the avenues of tuberculous infection, and these 
thoughts have influenced them to improve their 
manners in at least one respect—from observa¬ 
tion, I think that I may affirm that the plain man 
in the street spits less upon the pavement than 
used to be his custom; and if he has begun to 
learn how to behave in the street, we may be 
hopeful that in due course he will carry his im¬ 
proved manners into the ’bus, the tramcar, and 
the railway carriage. I must confess, however, 
that I have not so great a respect for the intel¬ 
ligence of the individual aforesaid as has, 
apparently, a certain philosophic statesman; 
but now that he has been accredited with a 
knowledge, or an ignorance, of such matters as 
comparative armaments, and of the highest 
political questions generally (equal in amount 
to that which is possessed by Cabinet Minis¬ 
ters themselves), we have every right to expect 
him to rise to the occasion, and to expectorate, 
if he must, only in his pocket - handkerchief. 
But, then, he must do it quietly and modestly— 
not with the noise and ostentation with which the 
ordinary Frenchman “ doth spit and void his 
rheum.” 

To what extent tuberculous infection is spread 
by sputa, which have become mixed with dust and 
dried, it is, of course, impossible to make even 
the wildest estimate, but I should think that it is 
very considerable; and I suppose it cannot be a 
question but that a large proportion of the tuber¬ 
culous lesions which the surgeon sees are the 
result of some needless, accidental infection. As 
we walk along the street in the face of an east 
wind, it is probable that we inhale any number of 
these wretched germs, most of which, fortunately, 
not finding a suitable soil for cultivation, die a 
natural death, or are destroyed by the scavenger- 
ing leucocytes. But what if they find a lodgment 
in the mucous crypts of a slightly inflamed tonsil 
or catarrhal mucous membrane of an unhealthy 
child? Then, entering the lymph-stream, they 
will be likely to excite the neighbouring glands; 
or, passing into the blood, to seize upon a favour¬ 
able spot in a damaged joint. If this anti-tuber¬ 
culosis Society can diminish the number of stray¬ 
ing bacilli by ten, or even five per cent., it will 


have done great service. But in addition to 
diminishing the number of stray bacilli, the 
Society will teach the head of the family, of the 
school, of the shop, and of the factory, the need 
of fresh air and the value of sunshine. To us, of 
course, such knowledge is nothing new; but if it 
can be effectually brought home to the others of 
the forty odd millions of our fellow-islanders, the 
value of the crusade cannot be over-estimated. 

A few years ago no practitioner would have 
dared to use the word tuberculous in talking to a 
lady about a swelling at her daughter’s knee. But 
things have greatly altered of late. Knowledge 
having spread, prejudices have been toned down; 
and now it is not at all unusual for the surgeon to 
be asked at the end of a consultation if he con¬ 
siders the case to be tuberculous. I have some¬ 
times been quite taken aback by the suddenness 
and directness with which this question has been 
put; and, perhaps, not having previously received 
my cue from the practitioner, I have thought it 
best to confess to an inability to answer it off 
hand. A few years ago tuberculosis was generally 
regarded as an incurable disease, for the word was 
chiefly reserved for hopeless cases of pulmonary 
consumption, and of meningitis complicating cer¬ 
tain chronic diseases. To have ascribed a sur¬ 
gical lesion to tuberculosis would have been 
considered tantamount to signing the child’s 
death-warrant; it was, in the public estimation, a 
word of most dreaded omen. 

But among the many uncertainties of our pro¬ 
fession there is one thing quite certain, namely, 
that tuberculosis is not the disease that it appa¬ 
rently used to be; or else that, under the influ¬ 
ence of increased practical experience and im¬ 
proved pathological methods, the surgical view of 
it has become greatly modified. I think it pro¬ 
bable that the latest explanation is the correct one. 

Not long ago we used the words “ strumous ” 
or “ scrofulous ” when we were in a surgical cor¬ 
ner ; but to-day these indefinite terms are deleted 
from our nosology, and we call tubercle by its 
proper name, and our patients reap the benefit of 
our more precise knowledge. We have also fully 
realised this fact: that most of the tuberculous 
surgical lesions that are early recognised and 
promptly dealt with are permanently cured. 

With children and young people chronic dis¬ 
ease of a joint is almost invariably tuberculous— 
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one cannot get away from that fact—and yet the 
serious nature of the lesion is not infrequently 
overlooked. The patient overlooks it because 
there is no particular pain in the joint, and the 
parents pay no heed to it because the child does 
not complain. And so it comes about that the 
disease makes great progress without its presence 
being even suspected. Sometimes it happens that 
a boy or girl is brought for advice about a tuber¬ 
culous articular lesion which must obviously have 
been in existence for many weeks, and on the 
parents being asked why treatment had not been 
sought earlier, the reply is apt to be: “ Oh, w r e 
didn’t pay much attention to it, because he didn’t 
seem to have any pain with it; and we thought 
that he would grow out of it” Absence of pain 
and local disturbance is a common, almost a 
characteristic, feature of early tuberculous lesion 
of a joint. 

I would rather like to ask if such a case is ever 
allowed to drift on after professional advice has 
been sought and given, but the question might 
seem to suggest that I think this does happen 
sometimes. And if that suggestion got about it 
might possibly be considered disrespectful by 
some of the members of this Branch, who have 
been so kind as to ask me to stay and dine with 
them. Just before dinner is certainly not the 
time which should be chosen to suggest that 
medical practitioners are apt to be even a little 
slack in dealing with a tuberculous lesion in the 
earliest days of its existence, when precise and 
efficient measures may effect so much. I will, 
therefore, not make the suggestion. But I feel 
sure that no one in this room will be offended if 
I say that outside of the Thames Valley a lack 
of thoroughness on the part of medical men in 
their treatment of early tuberculous lesions is 
sometimes met with. 

Tuberculous inflammation is a cowardly and 
mean disease; it attacks the sick and sorrowing, 
the poor and needy, and the fatherless, and it 
habitually selects in them the most lowly organ¬ 
ised and, therefore, the least resisting tissue. And 
if it can discover a part the vitality of which has 
been especially lowered, not only by some general 
condition, but by a local irritation or other form 
of injur}', so much the more likely is its invasion. 
Tuberculosis shows its meanness in striking a 
patient when he is down, and in following in the 
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wake of some other disease. Here is a girl, for 
instance, who has lately had an attack of in¬ 
fluenza. I suppose at that same time she had 
some bacilli tuberculosis circulating in her blood 
—I apprehend that that is quite usual—but at 
any rate they were not in evidence until her power 
of resistance had fallen below normal, and then 
her local trouble began. 

The comparison of syphilitic lesions with tuber¬ 
culous is often instituted, and, indeed, in certain 
of their manifestations the two diseases are very 
closely allied. Each inflammation is associated 
with the formation of granulation tissue. But 
whereas the syphilitic granulations commonly ad¬ 
vance into the higher development of well-formed 
fibrous tissue or into bone itself, the tuberculous 
granulations break down, or melt away into an un¬ 
wholesome fluid which, though often called pus 
(being destitute of septic micro-organisms), is not 
actually pus. I hold no brief for syphilis. In¬ 
deed, its character has been so universally 
blackened, and has become so hopelessly bad, 
that I feel some delicacy, not to say diffidence, in 
advancing anything, even pathologically, in its 
favour. But I must speak as I find, and when I 
find tubercle attacking a growing bone, I despise 
it in comparison with syphilis. The attack of the 
tuberculous inflammation is upon the young, deli¬ 
cate bone which is most recently deposited at the 
growing end of the diaphysis, or of the spongy 
mass of the epiphysis. The granulation tissue 
grows at the expense of the bone, and, sooner or 
later, extends into the neighbouring joint. In 
fact, it is a rarefying inflammation. Syphilitic in¬ 
flammation, on the other hand, boldly attacks the 
strong, compact part of the shaft, and the inter¬ 
stitial granulation tissue thereby produced is 
gradually organised, so that the diaphysis is 
solidly increased in length as well as in thickness. 
The syphilitic inflammation is thus an osteo¬ 
plastic, sclerosing inflammation, and prefers the 
shafts of the long bones; tuberculous inflamma¬ 
tion prefers the delicate tissue of the bones near 
the joints, and the soft, spongy tissue. And to 
this fondness of tuberculous inflammation for 
delicate bone, rather than for a more resisting 
tissue, is due the fact that Pott’s disease of the 
vertebrae and chronic affections of the small 
bones of the carpus and tarsus are so often met 
with. 
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Having spoken thus fully about the rarefactive 
nature of tuberculous ostitis, I ask permission to 
insist, further, on this, that when the ends of the 
bones are involved in tuberculous joint-disease, 
they are not expanded or thickened. They often 
seem to be enlarged, but they are not, the ex¬ 
planation being that they are covered with 
thickened synovial membrane, or with connective 
tissue, which is almost solid with oedema. In 
my experience, the error is very often made, for 
instance, of stating that the end of the femur is 
enlarged near a tuberculous knee. I freely admit 
that it appears as if it were, but its exposure during 
the operation of arthrectomy, or after the per¬ 
formance of amputation, reveals the fact that it 
is not. As a matter of fact, the end of the bone 
is usually smaller than that of the other side, and 
it is soft and spongy. Further, the X rays at 
once show that there is no bony enlargement. 

The treatment of tuberculous disease of a joint 
may be summed up in one word— rest ; and from 
the very moment that the practitioner has made 
up his mind that the disease exists, he should set 
about efficiently inaugurating this treatment. My 
experience in many cases has been that, though 
he has laid down the need of rest for the joint, 
either he has not sufficiently insisted upon its im¬ 
portance, or else the friends of the patient have 
been allowed to become very slack in carrying out 
his instructions. But I also know that in many 
cases the practitioner has not had a fair chance of 
doing his best, for he has received little or no 
domestic support. 

Of course it is very easy on paper to say 
whether a joint is the subject of tuberculous in¬ 
flammation or not, but in actual practice it is 
by no means always so simple a matter. Un¬ 
doubtedly some of the signs of a lurking inflam¬ 
mation are present; but then, on the other hand, 
certain other indications are, perhaps, con¬ 
spicuously absent. Is the joint affected or not? 
And, in the presence of this uncertainty, how 
should the practitioner act? The answer to the 
latter question is by far the more important; the 
case should be treated just as if, for certain, the 
existence of the inflammation had been clearly 
diagnosed. A few weeks’ rest and general super¬ 
vision may put matters in so satisfactory a posi¬ 
tion that the surgeon may wonder if, after all, 
there was justification for his suspicions. Well, 


surely this is better than to have allowed the 
patient free use of the joint in order that obscure 
signs of disease might become unmistakably 
developed. Still, I have known of an instance in 
which the practitioner has been reported to say 
to the parents of a child with obscure symptoms 
of hip-joint disease, “ Let your daughter continue 
her schooling, and let her go about as usual; we 
shall then find out if her hip is actually diseased 
or not.” Yes, they did find it out in that way; 
but it proved an expensive method of investiga¬ 
tion for the girl, and it certainly was not scientific. 

I was saying just now that there is often a re¬ 
grettable slackness in dealing with the beginnings 
of tuberculous lesions of joints. Sometimes this 
is not altogether the fault of the practitioner. He 
says, for instance, that a child has a slight inflam¬ 
mation of the knee-joint, and that he must not use 
it, and that he will come and fit him with a 
splint. But when he has left the house, or at 
any rate after a short period of rest, the boy is 
usually allowed to do what he likes, and the case 
quietly drifts. What the circumstances demand 
is the presence of a sort of clinical policeman in 
the house—a hospital nurse, for instance. 

But supposing some plastic material is moulded 
on to the limb, or the boy is fitted wfith a 
Thomas’s splint, the parents do not always possess 
that amount of patience and faith which is 
needed to bring the case to a perfectly successful 
issue. And this, to go back again, is sometimes 
because the practitioner did not explain at the 
outset that the inflammation was of an extremely 
chronic nature, and that its treatment would pro¬ 
bably take a very long time. Chronicity is a 
characteristic feature of every tuberculous lesion. 

One of the chief stumbling-blocks in the way 
of the parents is the fear lest the joint, being 
kept so long at rest, should eventually be left per¬ 
manently stiff. “ We know a boy,” they say, 

“ whose knee was kept in a splint for a year, and 
now he cannot bend it.” 

Their objection to the long rest seems reason¬ 
able, but it is founded on a most faulty patho¬ 
logical basis. It is not rest that leaves the joint 
permanently stiff, but the inflammation of the 
joint for which rest was the proper treatment. 
Did they but know it, the parents of that boy 
whose case they warningly instanced should be 
grateful that the limb has been saved, and that he 
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has at last triumphed over his tuberculous disease 
with no worse result than a stiff joint 

In passing, we may just examine the patho¬ 
logical changes which have been taking place in 
that joint which, as the result of an attack of 
tuberculous disease, the boy was unable to bend; 
-and, in proceeding, will inquire at which stage it 
would have been possible or expedient to leave 
off the splint and let the boy use the limb. As 
the result of a sprain from a fail, a simple trau¬ 
matic synovitis was started; the skin became hot 
and flushed, and the boy was kept at rest for a 
week with evaporating lotions on his knee. So 
the trouble all cleared up and was forgotten. But 
.six months afterwards it was noticed that the boy 
was limping, for the bacilli tuberculosis had seized 
on the synovial membrane which had been 
weakened by the recent injury. Could we have 
seen it, it would have shown general hyperaemia 
or oedema, with small nodules in places, and there 
would have been a little sero-synovial effusion in 
4 ;he cavity. The time certainly has not yet come 
for leaving off the splint. 

The case is not going on well; the child is out 
of condition, the thigh is wasted and the joint is 
larger. Could we have another inspection we 
should find that in certain spots new capillary 
loops had formed, and that colourless corpuscles 
were grouped around them to form granulation 
tissue. Has the time yet come for leaving off the 
splint ? 

Some months later, though there is no notice¬ 
able change in the general or local conditions, on 
again looking into the joint, it would be found 
that by a growth of the fungating granulation 
tissue ligaments, cartilages and articular lamellae 
-of bone have disappeared, and that the granula¬ 
tion tissue is continuous through the joint from 
femur into tibia and patella. It would still be 
quite possible to bend the joint, but would it be 
advisable ? The splint must still be worn, of course. 

Shortly after this, for some reason or other, the 
child’s health improves, the knee grows smaller, 
and the granulation tissue is slowly developed into 
fibrous tissue, and eventually into solid bone. So 
the boy has recovered, but, as his friends say, 

“ He cannot bend his knee.” Surely it was by 
the best of fortune (and treatment) that he had not 
to undergo resection or amputation, and the 
parents ought to be grateful. 


I am constantly hearing the objection raised to 
the long-continued use of splints to tuberculous 
joints^-that the joint will be left stiff. And I 
have known irreparable harm ensue from splints 
being too soon discarded in this fear, and still 
worse harm following on a bone-setter’s endeavour 
to improve upon the steady, uneventful treatment 
of a tuberculous joint. 

I have a stock answer ready for people who 
suggestively ask if I am not afraid lest the splints 
should be kept on so long that the joint will even¬ 
tually be found stiff. I reply that it is the in¬ 
flammation which leaves a joint stiff, not the 
splint, and that it must be kept on to check or 
subdue the inflammation. The wearing of a 
splint never left a joint permanently stiff. 

Another favourite situation for tuberculous 
attack is the cervical lymphatic area. And there, 
as in most other instances, the invasion is not of 
a primary nature; the ground is, so to speak, 
prepared for the reception and cultivation of the 
bacilli by a previous attack of inflammation, which 
is generally of a septic nature. There is little 
cause for surprise that the cervical lymphatic 
glands are so often affected, for they receive the 
lymph-shed not only of the face and scalp, but of 
the mucous membrane of the mouth, nose, 
pharynx, orbit and ear. The beginning of the 
tuberculous trouble is generally a transient, septic 
inflammation of pharynx, tonsil or tooth, which 
leaves the gland enlarged and tender. And, the 
intensity of the inflammation having passed away; 
the gland slowly decreases in size. But the en¬ 
largement does not altogether disappear, and 
when the day of reckoning comes, the parents 
confess that they took no particular notice of the 
primary swelling because they thought it would go 
away, and because it was not markedly tender. 
For many weeks, however, after this subacute 
attack, the gland still continued to be enlarged, 
and instead of gradually getting smaller, it began 
again slowly to manifest a painless increase in 
size—and probably a. neighbouring gland in the 
chain was also noticed to be swelled. Then, 
perhaps, for the first time, a doctor is asked to 
look at the neck; he finds the enlarged glands 
quite quiet and free from all tenderness. The 
parents make the true statement to him that a 
few months ago the lump was much larger than 
at the present time, and that they feel sure it is 
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going to clear up in due course. The doctor says 
that he hopes so too, and suggests that, with the 
view of securing this desirable jresult, he will have 
something sent in with which to paint the side of 
the neck. I am not going to tell you what it is 
that arrives in due course in a small blue bottle, 
together with a camePs-hair pencil; but inasmuch 
as it makes the skin over the swelling slightly 
tender and of a bright yellow colour, everybody 
seems satisfied. But, as was once remarked on a 
different occasion, the doctor might just as well 
have stroked the dome of St. Paul’s to please the 
Dean and Chapter, as to paint the neck to make 
the glandular enlargement subside. 

What beneficial influence could this mysterious 
pigment possibly have upon enlarged glands be¬ 
neath the deep fascia? And I will ask if anyone 
would prescribe it if it did not stain the skin? 
When the parents see this stain they think that 
something is really being done for the swelling. 
I am not sure that the doctor always places equal 
faith in the treatment; but he feelsi that he must do 
something , and in painting the child’s neck his 
treatment is at least having a beneficial influence 
upon the parents, and this is “ doing something,” 
even though vicariously. 

After an indefinite number of weeks this treat¬ 
ment is given up as futile, for the lump is larger 
and softer; the skin is getting thin and red, and 
several other glands are enlarged in the neigh¬ 
bourhood. The doctor then says something about 
&n operation; but this alarms the people; so that 
when they ask him if it would not be well first to 
try the effect of a visit to the seaside—to Margate, 
for instance—he says, “ Yes.” To tell the truth, 
it occasionally happens that he is not sorry that 
some one else should for a time have charge of 
the case, for it does not look very promising, or 
as if it would eventually do any one credit. 

Margate has acquired the reputation of being a 
kind of therapeutic Mecca amongst the non-pro¬ 
fessional friends of people with local tuberculous 
lesions. I would be the last man in the adjacent 
island of England even to hint a disparaging word 
against the beneficial influence of the air of the 
Isle of Thanet; for truly I hold it in high esteem. 
But I may be permitted to offer a passing criticism 
upon the absurdly extravagant demands which are 
often made upon it; many miserable cases of 
tuberculous lesions are sent down there without 


due consideration, in the forlorn hope that at 
necessary surgical operation may thereby be 
avoided. This would not much matter, but that 
during this useless waste of time the local lesion 
is almost for certain extending. 

When such a case as that to which I was just 
now referring gets down to Margate, k may not 
improbably come under the professional care cf 
one of my friends, Rowe, Thornton, or Treves, 
who will not wait for the gland to “break” and 
become septic, but will, without loss of valuable 
time, make a clean sweep of all the tuberculous 
glands upon that side of the neck. And rightly 
so. The thorough surgical manner in which these 
gentlemen deal with cases of local tuberculous 
lesions shows that they, at any rate, do not par¬ 
ticipate in the extravagant demands which certaia 
other people make upon the physical influence of 
the breezes which enter by the “ Gate of the Sea.” 

Having now found fault all round, I suppose 
that I shall be expected to offer some remarks inr 
the way of constructive criticism. To do this I 
must go back to the very beginning of that hypo¬ 
thetical case of glandular trouble. As soon as a 
lump is found in a child’s neck, the cause should 
be searched out and removed: sublata causa tol - 
litur effectus. The teeth should be examined, 
and the services of a dentist called in, if need be ; 
for even though there has been no complaint of 
toothache, or suggestive appearance about tooth 
or gum, a dentist may at once detect a spot 
whence infection is probably taking place. When 
I find a carious milk-tooth infecting a gland, I 
am like Moloch at another consultation: 

“ My sentence is for open war; of wiles, 

More unexpert, I boast not.” 

In other words, I am inclined to insist on having 
the tooth extracted. But the dentist too often, 
in my opinion, at least, plays the part ascribed by 
Milton to the persuasive Belial: 

“ In act more graceful and humane; he seemed 
For dignity composed and high exploit: 

But all was false and hollow,—though his tongue- 
Dropt manna, and could make the worse appear 
The better reason.” 


Or, in other words, the dentist is too apt to insist 
on scraping out the hollow tooth and putting in a 
filling. How can he tell that the root cavity is- 
not teeming with tuberculous as well as with 
septic bacilli ? I have known serious disaster 
follow the conservative treatment of such teeth. 
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Supposing that the teeth appear sound, and 
there is nothing wrong with the mouth, the fauces 
should be examined and the naso-pharynx ex¬ 
plored, and enlarged tonsils or adenoids dealt 
with. The nostrils, the conjunctiva, the middle 
ear and the scalp should also be thoroughly in¬ 
spected. The thing is worth doing well. 

If nothing can be then found amiss in the area of 
the lymph-shed, and if the enlargement of the 
gland persists, the swelling should be continuously 
and carefully watched, the child being kept in the 
fresh air and sun-light as much as possible, and 
dealt with generally as common sense (not mis¬ 
guided affection) should suggest. And if in 
spite of this the swelling does not subside, the 
gland should be promptly excised. 

The worst thing in the world to do is to ob¬ 
serve to the people, “ Oh, it is very quiet; let me 
see it again (say) in a fortnight.” As a matter of 
fact, it will not be brought for inspection in a 
fortnight; but when it is next seen several of the 
neighbouring glands may be infected, and the 
inevitable operation for their removal has thus 
been rendered needlessly extensive; whereas, if 
the infected gland is dealt with when it is single, 
and its capsule is neither burst nor adherent, it is 
surprising how small a scar remains in evidence of 
the surgeon having exercised his craft. 

Chronic enlargement of the cervical glands in 
children and young people is almost invariably a 
tuberculous lesion. 

Our predecessors were well aware of the fact 
that tuberculosis was particularly fond of attack¬ 
ing the damaged synovial membranes of weakly 
persons, but they seemed hardly to realise the 
fondness of the disease for other membranes 
closely allied in structure and function to those of 
the joints, namely, the peritoneum and the pleura. 

Tuberculous peritonitis is a local lesion of 
which, as a rule, the surgeon obtains the view 
only after being called in for consultation. It is 
most often met with in children and young people, 
and it comes on so insidiously and so painlessly 
that the abdomen is frequently much distended 
before attention is directed to it. So far as I 
know, it matters very little that the disease is 
enabled to make such considerable advance before 
being discovered, for palliative treatment has, 
apparently, slight influence over its progress. But 
the abdomen is not always distended in tubercu¬ 


lous peritonitis, for there is a form of the disease 
in which little or no serous fluid is poured out 
into the abdominal cavity. Probably the inflam¬ 
mation is started by bacilli which, taken in with 
the food, find their way from the mucous mem¬ 
brane of the alimentary canal by the lymphatics; 
then, from the lymphatic glands where they are 
undergoing cultivation, it is but a short step to the 
peritoneum. Very likely the only complaints will 
be of a dyspeptic nature, or there may possibly be 
gripings with either constipation or diarrhoea, and 
perhaps vomiting. A characteristic feature of the 
disease, and a very ominous one, is that the 
patient steadily wastes. 

The swelling of the abdomen is due partly to 
enlargement of the mesenteric glands, partly to 
distension of the weakened bowel by the gas 
which is evolved from its lingering and decompos¬ 
ing contents, and partly to the effusion of serous 
fluid from the inflamed peritoneum. 

Some of these cases of tuberculous peritonitis 
with effusion are most puzzling. I have recently 
had one of that sort, in which, from the formation 
of adhesions of viscera to parts of the abdominal 
wall and to each other, serous fluid was locked 
up in two separate and distinct cavities. One 
must always be on the look out for such condi¬ 
tions, for, from the nature of the disease, the 
effused fluid cannot always be loose in the general 
peritoneal cavity, as happens in the case of an 
ordinary ascites. 

Together with the effusion m tuberculous peri¬ 
tonitis, there are generally to be made out hard 
masses of omentum, which have been rolled to¬ 
gether and glued to the thin abdominal walls in 
one or more situations. 

There are some members of our profession who 
never make mistakes in diagnosis, and who are 
equally successful in the matter of treatment. 
But, putting them aside for a moment, and allow r - 
ing them to occupy the small, self-satisfied group 
into which they naturally select themselves, I 
would say that in some of these cases it is im¬ 
possible for an ordinary, human, medical man to 
be quite sure of his diagnosis. Take the case, for 
instance, of a young married woman, with a 
slightly enlarged abdomen and a dull, firm swell¬ 
ing above the pubes, with a little serous effusion, 
with chronic intestinal obstruction, and with 
vomiting—who would like to be quite positive as 
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to the nature of her condition ? The only way of 
obtaining a sure and certain knowledge of the 
exact state of affairs in these obscure and doubt¬ 
ful cases, is by exploring the interior of the abdo¬ 
men by a small incision below the umbilicus. 

Not many years ago a member of our profession 
in America, an illustrious physiologist and poet, 
Oliver Wendell Holmes, made a remark which I 
have used so often in the discussion of obscure 
cases of abdominal disease that I expect in time 
I shall consider it as original, namely, that one 
cannot say of what wood a table is made until he 
lifts up the cloth. I would like to recommend 
this aphorism, for I am sure that the ordinary 
medical man, like myself, will some day or other 
be apt to find it useful; though, for our heaven- 
bom professional friends, who can not only see but 
feel through a deal board, it obviously would be 
superfluous. 

A very important point in connection with the 
resort to an abdominal incision is that it may 
afford absolute and permanent relief to all the 
symptoms, as well as enable the practitioner to 
effect a diagnosis; and the former result, at least 
from the patient’s point of view, is, after all, the 
more important. 

The first case of the sort which was put on 
record occurred nearly forty years ago in the prac¬ 
tice of Spencer Wells. It has not only become 
historical, but has had a great and lasting influence 
upon the treatment of obscure abdominal effusion. 
It was the case of an unmarried lady, aged 22, 
whose abdomen was as large as that of a woman 
near the full period of pregnancy; it was dis¬ 
tended uniformly by fluid, which gravitated with 
all changes of position, and was evidently free in 
the peritoneal cavity. Taking all things into con¬ 
sideration, and looking at the appearance of the 
patient, Wells made the diagnosis of tuberculous 
peritonitis. 

Some months later the abdomen became much 
more prominent; it was dull anteriorly in all posi¬ 
tions of the body, and it was resonant in both 
flanks as she lay on her back. Moreover, on 
taking a deep inspiration a cyst appeared to move 
downwards from the epigastrium; so, doubting 
the accuracy of his first opinion, Wells made an 
exploratory incision. No cyst appeared, but 
much opalescent fluid escaped, and the whole of 
the peritoneum was seen to be studded with 


myriads of tubercles. Some coils of intestine 
were floating, but the great mass, all nodulated by 
tubercle, was fixed with the colon to the posterior 
abdominal wall. Nothing further was done; the 
wound was closed and dressed, and it healed in 
due course. The lady completely recovered and 
married, and when the illustrious surgeon heard 
of her, twenty-two years later, she was well. 

This case, I say, has had a great influence upon 
the treatment of obscure affections of the abdo¬ 
men, and many a surgeon since that operation 
has been surprised to find tiny nodules, like the 
sweets w'hich we called in our childhood “ hun¬ 
dreds and thousands,” sown broadcast over the 
surface, when he has been, so to speak, lifting up 
the cloth to see the nature of the wood that the 
table was made of. And in a considerable pro¬ 
portion of those cases the result has turned out 
as satisfactorily as in Wells’s case. 

Showing how slight the symptoms may be in 
tuberculous peritonitis, and how unexpectedly the 
surgeon may stumble across miliary tubercles in 
the peritoneum, I may mention the case of a boy 
who came under my care for the radical treatment 
of his inguinal hemia. He had had some little 
abdominal discomfort, such as a boy with an un¬ 
manageable hernia is apt to have, but it was not 
serious enough to attract our attention, nor to 
suggest that he was not in a fit state for under¬ 
going the radical treatment. Nor had he any 
elevation of temperature, for if he had I should 
certainly not have proceeded to perform a serious 
cutting operation about which there was absolutely 
no urgency. But when T opened the funicular 
process of peritoneum, an unusually free escape 
of serous fluid took place, and a long piece of 
omentum came out peppered all over with miliary 
tubercles. This boy made an uneventful re¬ 
covery from his operation, and when I heard of 
him a year or two afterwards, there had been no 
further manifestation of his tuberculous diathesis. 

I cannot attempt to offer any explanation of 
the way in which tuberculous peritonitis is re¬ 
lieved, and iii many instances cured, by an inci¬ 
sion into the abdomen. Is it by letting in air or 
by letting out fluid? It certainly is not due to 
the treatment of the peritoneum by antiseptics, 
as was at first surmised, for no antiseptics are now 
used in these operations, and the result remains 
the same. Of course, I do not mean that the 
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result is in all cases a cure. Still, the proportion 
of cures is so large that in every case of even 
doubtful tuberculous peritonitis that is hanging 
fire (and most cases do hang fire) an incision 
ought to be made into the abdominal cavity, and 
the patient afforded a chance of obtaining a re¬ 
covery which, without such operation, would 
scarcely be even problematical. 


CLINICAL LECTURE ON CHRONIC 
ENLARGEMENT OF BURS£. 
at 

A. H. TUBBY, M.S.Lond., F.R.C.S., 

Senior Surgeon to the Evelina Hospital, and Surgeon 
to the Westminster and National Orthopaedic Hospitals. 

Gentlemen, —I propose to-day to lecture on a 
not uncommon affection, namely, chronic en¬ 
largement of the serous cavities known as bursae. 
Several forms of enlargement are met with ; for 
instance, there is the simple form, which is very 
frequently indeed seen in the out-patient depart¬ 
ment ; the tubercular, a rarer form; the syphilitic, 
a not uncommon variety ; and the gouty form. 
Bursae may also be the site of new growths which, 
as a rule, are of an innocent nature. 

Simple chronic bursitis , such as is usually seen 
on the anterior aspect of the knee-joint, frequently 
follows the acute form of bursitis, but is more 
often the outcome of certain occupations. The 
chronic bursitis is met with in various situations 
in housemaids, cobblers, tailors, and miners. 
Verneuil has described the formation of bursae 
over tumours such as enchondromata and exos¬ 
toses, and Cruveilhier has seen a large serous 
bursa between a mammary scirrhus and the pec- 
toralis major. Again, the cysts which you occa¬ 
sionally see in cases of hernia in front or behind 
the hernial sac are often bursal in nature. What 
ar # e commonly called false bursae are met with 
over the bony prominences of club-foot, the pro¬ 
minent spinous process in Pott’s disease of the 
spine, and they form also the greater part of the 
swelling on the inner side of the enlarged head 
■of the first metatarsal bone which is known as a 
bunion. There has been considerable difference 
of opinion as to how these false bursae arise. It 


is generally believed that they arise from the 
dilatation of several connective tissue spaces. As 
these cavities become progressively enlarged, 
they finally merge into one large space, which is 
lined by a more or less continuous layer of endo¬ 
thelial cells, and into the cavity muco-serous fluid 
is effused. 

You should notice that the name of “ hygroma,” 
more especially by French authors, is applied to 
chronic enlargements of the bursae. If you take 
the opportunity of observing enlarged bursae of 
the simple variety when they are incised or 
removed, you will find that they form one of four 
varieties, namely, the cystic, the proliferating, the 
fibrous, and the haemorrhagic. The cystic 
hygroma is the most frequent type, and corre¬ 
sponds pathologically to an hydrarthrosis or 
chronic fluid dilatation of a joint. A cystic bursa 
is sometimes bilobed in shape, as, for instance, 
when the bursa between the ligamentum patellae 
and the tibia becomes enlarged, and the liga¬ 
mentum patellae passing down the middle constricts 
the cavity into two parts. But as a rule the 
cavity is unilocular and not often multilocular. 
The wall is formed of thickened fibrous tissue, 
cartilaginous in p^ces, and encrusted in some 
cases with calcareous plates. Occasionally the 
bursa lies in the interior of a mass of fat; c.f. 
hygroma lipomatcuse dc la nuque in porters. The 
contents of the swelling are either clear or opaque 
fluid of a yellow colour, varying in consistence 
and containing many cholesterin crystals. At 
times, however, the fluid is blood-stained or puru¬ 
lent. In the wall there are often seen large 
arteries, which may give rise to haemorrhage into 
the cavity of the bursa, which then becomes of 
the haemorrhagic variety. The most usual cause 
of haemorrhage into one of these swellings is a 
blow, as, for instance, a fall on the knee in front 
of which there is an enlarged patellar bursa. 

The proliferating bursa is generally unilocular. 
Its cavity contains a variable amount of fluid, and 
in it are seen floating loose bodies which have to 
be detached from the interior of the sac. On the 
inner aspect of the latter, numerous sessile, wart¬ 
like bodies are seen. These are composed of 
fibrous tissue, often infiltrated with cartilage, and, 
in gouty subjects, with uric acid. Not infre¬ 
quently in a patient who suffers frequently from 
gout, the bursa behind the olecranon is enlarged, 

Digitized by * L.ooQte 



3 14 Tht CHrrical Journal] 


MR. TUBBY. 


[Maroh 7,1900. 


and contains in its cavity a semi-liquid mass of 
uric acid deposit. 

The fibrous bursa is met with chiefly in connec¬ 
tion with the knee-joint. It is a firm indurated 
mass, not involving the skin, and moving freely on 
the deeper structures beneath. You have all 
6een several of these cases, and you are well aware 
of the inconvenience which they cause to patients. 
Almost invariably in the interior is a small cavity 
containing some thin mucoid-like material. The 
haemorrhagic form is either the result of an injury 
or the spontaneous effusion of blood into the 
cavity. The fluid in the sac, if quite recent, is 
bright red, but if old-standing is dark in colour 
and treacle-like in consistence. Volkmann has 
described a similar condition in the joints under 
the title of pachysynovitis haemorrhagica. 

The symptoms of a chronic simple enlargement 
of the bursa are not difficult to recognise. A 
small tumour commences in the proper position. 
It is indolent, almost painless, fluctuating, and 
may often be rolled under the hand, giving a feel¬ 
ing of fine crepitation. A fibrous hygroma is 
from the first hard and unyielding, while an 
haemorrhagic hygroma has very few distinguishing 
characters, except in its earlier stages, when some 
signs of extravasation of blood may be detected 
beneath the skin covering the swelling. The 
course of a hygroma is chronic. In many cases it 
disappears when the irritating cause is removed. 
In other cases it undergoes progressive sclerosis 
and cicatricial contraction of its walls. The 
chronically enlarged, thin-walled bursa is liable to 
rupture, haemorrhagic effusion, and suppuration. 
When it is subcutaneously ruptured the effused 
fluid is absorbed by the subcutaneous tissue, but 
the cyst quickly forms again. 

Treatment .—The thin-walled bursae often dis¬ 
appear when the cause of irritation is removed, 
when the neighbouring joint is placed at rest, and 
counter-irritation is applied. The usual counter- 
irritants are the liniment of iodine and a blister; 
but you must always remember that any dis¬ 
appearance that takes place is only of a temporary 
nature, and if the irritant cause be again at work 
the swelling reappears. The radical methods of 
treatment are obliteration of the sac, and extirpa¬ 
tion. Obliteration of the sac may be effected by 
incising the bursa and applying pure carbolic acid 
thoroughly to the interior. Or an incision may 


be made and the sac stuffed with gauze, so that 
it granulates completely. The disadvantage of 
this method is that, especially in the case of the 
pre-patellar bursa, it leaves a small, hard nodule,, 
which gives rise to considerable inconvenience. 
Excision of the sac is to be preferred under the 
following conditions: when counter - irritants 
have been tried and failed, when the walls of the 
bursa are firm, unyielding, and thick, and when 
the tumour has attained a considerable size, 
and if it communicate with a joint cavity. 

Tubercular bursitis .—It was formerly thought 
that this variety of bursitis was rare, but many 
cases which were published under the title of 
fungous disease of bursas are now recognised as 
truly tubercular. The usual sites of the affection 
are the olecranon, beneath the deltoid, over the 
tuber ischii, in the neighbourhood of the patella, 
the malleoli, and the psoas and popliteal bursae. 
Two varieties are aetiologically recognisable, pri¬ 
mary and secondary. Some doubt has been 
thrown upon the existence of the former; but 
there is no reason to disbelieve in the existence of 
a primary tubercular bursitis, and you will observe 
that all the conditions are present in bursae for the 
development of tubercle in suitable cases: serous 
cavities exposed to frequent injury, abundant 
fibrous tissue, and the peculiar synovial character 
of the lining wall of the sac; in fact, just those 
conditions which are met with in an articulation. 
The secondary variety is very frequently asso¬ 
ciated with tubercle of the neighbouring joint, 
and, in fact is, so to speak, the “ advance-guard ” 
of a tubercular invasion of such a joint. Such a 
condition is occasionally seen in the psoas bursa, 
which then undergoes chronic, steady enlargement 
before the symptoms of tubercular synovitis of the 
hip-joint are manifested. In this case there is 
usually a direct communication, but it is not 
necessary that such should always exist. Thus, 
the bursa patellae may undergo tubercular enlarge¬ 
ment a considerable time before the neighbouring 
joint is affected. Pathologically, three forms of 
tubercular bursitis are recognisable: the fun¬ 
gous hygroma, the hygroma with melon - seed 
or rice - grain bodies, and the myxomatous or 
mucoid hygroma. Of these the first is the 
most common type; and at the beginning 
the cyst is simply serous, and its wall is 
not much thickened. But the interior of the 


Digitized by 


Google 



The Olinioal Journal.] 


MR. TUBBY. 


[Maroh 7,1900. 315 


cavity soon becomes studded with small tubercles. 
This stage frequently escapes observation, but 
later granulation tissue forms and caseates, so 
that the skin is involved. On opening the cavity 
it presents exactly the same appearances which 
are seen in tubercular arthritis; but, fortunately, 
that form of tubercle which affects bursae is not, 
as a rule, very active, since the results of inocula- 
ticm into animals have always taken a long time to 
appear. In the melon-seed and rioe-grain form of 
hygroma there is but little fluid, but a large 
number of these curious bodies is often present, 
and that the affection is of a truly tubercular 
nature has been demonstrated by the inoculation 
experiments of Nicaise. This particular form is 
most usually seen in the large palmar bursa, and 
was formerly known as compound ganglion. 

The mucoid form of tubercular hygroma was 
first recognised by Critzmann. Cysts may be 
found filled with gelatiniform material, translu¬ 
cent, and red or yellow in colour. Again, inocu¬ 
lation has shown the nature of its contents to be 
tubercular. The symptoms are those of a slow, 
chronic swelling, often with thick walls, and give 
the impression of a solid bursa, as fluctuation is 
often obscure. In the rice-grain form, fine crepi¬ 
tations are usually to be felt. Unlike other forms 
of bursitis, the more tubercular a bursa grows the 
softer and more fluctuating does it become; and 
this is a valuable diagnostic sign in distinguishing 
between simple chronic bursitis and the tubercu¬ 
lar variety. Eventually a tubercular fistula forms, 
but before that occurrence there has usually 
occurred extension to bones and joints. The 
only treatment of any avail is complete extir¬ 
pation. 

The syphilitic form is met with both in secon¬ 
dary and tertiary stages of syphilis. In the secon¬ 
dary stage the subacute serous form of bursitis is 
met with, but in the tertiary stage the fibroid 
variety is usually seen; and it frequently under¬ 
goes gummatous degeneration. The latter variety 
may ocfcur as long as twenty years after the 
primary infection, and its onset is traceable to an 
injury. The bursa most frequently affected is the 
pre-patellar. The progress of a tertiary syphilitic 
bursa is slow, but ultimately the tumour becomes 
adherent to bone and skin, and ulcerates. 

The diagnosis is often difficult in the absence of 
any definite syphilitic history. The swelling is 


mistaken for chronic hygroma before it ulcerates,, 
and when it does so it simulates tubercle. 

As to treatment, if they are of small size they 
may yield to iodide of potassium and mercury; 
but it is well to remember that no long efforts 
should be made in this direction, and that as soon 
as the bursa is of any appreciable size it is far 
better to remove it. 

New growths of bursa .—Like all fibrous twirar, 
the burse are the subjects of certain neoplasms,, 
which are of both innocent and malignant varie¬ 
ties. The usual innocent forms are fibroid 
enchondroma, which closely resemble the fibroid 
variety of chronic bursitis and myxoma. But 
these neoplasms attain a size which a chronic in¬ 
flammatory tumour of the bursa never does. Thus- 
a myxoma has been described as being of the 
size of a child’s head. The diagnosis of these 
swellings is by no means easy, and the removal is. 
often undertaken, not because their nature has- 
been recognised, but because of their size. 

Malignant growths are either sarcomatous or 
endotheliomatous. A sarcoma is usually of the 
soft or round-celled type, or is of the rapidly 
breaking down haemorrhagic variety. Endo¬ 
thelioma is very rarely met with, but both Bollin¬ 
ger and Mickulicz have met with cases. The softer 
variety of sarcoma may attain an enormous size, 
and Ranke has met with one sixty-two centimetres* 
in circumference. Of course the only method of 
treatment is complete removal. 

It is, therefore, gentlemen, to be hoped that 
when you next meet with a chronic enlargement 
of a bursa in the neighbourhood of a joint, you 
will not only recognise its nature, but also be 
prepared to treat it at once and efficiently. 


In the issue of this journal for April 6th, 1898,. 
will be found an account of the results Neisser 
arrived at from clinical experience and experiment 
in the treatment of gonorrhoea with a yellowish 
fine powder, readily soluble in water, being a com¬ 
bination of silver with proteid, and called pro- 
targol. Neisser’s opinion that he had never had 
from any other drug such rapid, satisfactory, and 
sure cures, has been fully justified, and the con¬ 
venience of being able to have this painless 
agent always read to hand in the form of the 
well-known ‘ Soloid ’ of Burroughs Wellcome and) 
Co., is certain to be appreciated. 
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ON THE TECHNIC OF WASHING 
OUT THE STOMACH. 

BV 

GEORGE HERSCHELL, M.D.Lond. 

Although lavage of the stomach is absolutely 
necessary for the successful treatment of several 
affections of that viscus, it is an operation which 
is rather shirked by the practitioner of medicine 
on account of difficulties which are either 
imaginary or real. In this country I am con¬ 
vinced that one of the chief reasons why we are 
so far behind America and Germany in the scien¬ 
tific treatment of gastric affections, is that there 
is a deeply-rooted idea in the minds of medical 
fnen that the patient will not submit to intra- 
gastric treatment. And acting upon this belief 
they refrain from suggesting any such mode of 
treatment to the patient, although they may be 
perfectly certain in their own minds that it is 
indicated in the case before them. 

As a matter of fact, it is extremely rare to meet 
with a patient who will not allow you to make 
the attempt to pass a tube into the stomach when 
you have convinced him of the necessity for the 
operation, and when he? { finds that the process is 
painless. With a nfcfftms patient it is always 
best to make up your hiiind that several sittings 
may be required before the tube can be passed 
into the stomach. Yoli may to a great extent 
allay the fears of such a patient, by promising 
absolutely to withdraw the tube if he makes a 
preconcerted sign, and ask him to do so at once 
if he feels that he cannot bear it any longer. At 
the first attempt you may have only introduced 
the tube a couple of inches. The patient raises 
his hand, and you withdraw the tube. Do 
nothing more on this occasion, but make another 
attempt upon the following day. The patient 
has now confidence, as he knows first, that the 
procedure is not so very unpleasant after all, and 
he knows by experience that you will keep your 
word and will withdraw the tube when he gives 
the sign. On the second trial, if you are for¬ 
tunate you will complete the operation to your 
satisfaction. But even if to-day you are unable 
to pass the tube right into the stomach, it will 
be better to desist and have a third sitting rather 
.than annoy the patient by fruitless attempts. He 


is now growing accustomed to the feel of the 
tube, and is less nervous every time, so that your 
difficulties decrease. With an ordinary patient 
who is not very nervous you will pass the tube 
withoyt difficulty upon the first attempt. 

In discussing lavage of the stomach, it will be 
convenient to study the subject under three 
heads : —the tube; the technic for passing the 
tube; and the method of washing out the 
stomach. 

The stomach tube. — It is of the first im¬ 
portance tg select a proper tube. Those in 
general use are made of soft, red rubber, and 
are various in pattern. Unfortunately it is neces¬ 
sary to send to America for the very best, since 
Tiemann, of New York, holds the patent for 
rounding-off the edges of the eyes, and manufac¬ 
tures them unde): the title of Tiemann’s “ velvet¬ 
eyed ” tubes. Of course, the ordinary instru¬ 
ment, with the punched-out eye, can be used if 
nothing else be obtainable; but much greater 
care must then be employed to preclude the 
possibility of injuring the gastric mucous mem¬ 
brane by the sharp-cutting edge of the orifice. 
This is liable to happen if the tube is moved, 
either by pushing it further in, or attempting to 
pull it out, whilst suction is going on. There¬ 
fore when using one of the common stomach 
tubes it is best to jsee that syphonic action or 
suction has stopped, and, as an additional safe¬ 
guard, to pour a little water through the tube 
into the stomach before attempting to withdraw 
or otherwise move it Any mucous membrane 
which might have been drawn into the eye will 
thus be released. Of the tubes manufactured by 
Tiemann at present, the best is the pattern sug¬ 
gested by Van Valsah and Nisbet. In this tube 
the end beyond the eye is filled up with solid 
rubber as in the most modem urethral gum elastic 
catheters. The instrument is thus much more 
easily washed and kept aseptic. Any one with 
practical experience of stomach tubes will at once 
perceive the advantage, and will remember how 
difficult it is with the ordinary pattern tube to 
remove food debris from the inside of the tip. 
In this tube the eyes also have a different 
arrangement, and the reasons for this are best 
given in the words of the inventors. ft It should 
possess one velvet-eye opening of the same size 


as the calibre, and another very small one with 
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similarly depressed or rounded edges. The large 
and lower opening should be as near the 
extremity as possible, and the calibre of the tube 
should end with it. The small, upper opening, 
on a level with and opposite the upper border of 
the large opening, diminishes the chances of the 
tube becoming obstructed or tearing away a piece 
of the mucous membrane by aspiration. With 
two large holes the risk of obstruction is twice as 
great, . . . and the stomach can be emptied 

no lower than the higher one.” (‘ The Diseases 
of the Stomach,’ by Van Valsah and Nisbet, 
Rebman, 1899, page 88). 

It is obvious that in the above tube no outflow 
from the stomach can take place unless both eyes 
are covered by fluid, and .that any suction of 
mucous membrane into the larger eye to any 
injurious extent will be prevented by the entrance 
of fluid through the smaller one into the tube. 
If the smaller eye happened to be in contact with 
the mucous membrane, the same thing will 
happen. 

As regards the size of the tube, we should 
always select the largest one which we can pass 
with ease; and it is as well to bear in mind that 
other things being equal, large size ones pass 
better than small ones. The reason of this lies 
in the fact that a tube properly passed is virtually 
grasped and swallowed by the oesophagus, and 
the larger the tube the better grip it will be 
enabled to take upon it. Of course there is a 
limit to the size of tube used: first, because 
beyond a certain point the tube will lose its elas¬ 
ticity; and, secondly, because a tube of extra 
large diameter will obstruct the respiration. I 
think that the limit should be 15 mm. in diameter, 
and that for ordinary use 1 cm. will be 
found the most suitable. The length of the tube 
for ordinary use should be 75 cm., and for 
dilated stomach at least 95 cm. So much for 
the selection of the tube, which should be placed 
to soak in a basin of hot water whilst we arrange 
the patient. 

The passage of the tube .—The first thing to 
attend to is the arrangement of the patient. It 
will be found in practice most convenient to 
have him seated on the left-hand side of a table 
near the front edge. He will sit sideways to the 
table, facing forwards. His collar will be 
loosened, and a towel fastened around his neck 


to protect his clothes from the unavoidable 
dripping from the tube. For this purpose Prof. 
Turck has devised a very ingenious rubber 
pocket, which is fastened by a band round the 
patient’s neck and lies upon his chest, the bag 
being kept open by a wire framework. Under 
the patient’s chair should be placed a square of 
oilcloth, if the operation is conducted in an 
ordinary room; or, according to Dr. Lockhart 
Gillespie, a mackintosh sheet. Between the 
patient’s feet is an ordinary earthenware toilet 
bedroom pail. Upon the table, convenient to 
the right hand of the operator, is placed the 
basin of hot water containing the stomach tube. 
If the ordinar)' method by means of a funnel is 
going to be used, a glass funnel of about six 
inches in diameter is inserted into the end of 
three feet of unvulcanised rubber tube, the other 
end of which carries a short piece of glass tubing 
of such a diameter as can easily be inserted into 
the end of the stomach tube. Everything being 
in readiness, the operator takes this tube and 
inserts it firmly into the end of the stomach tube, 
grasps the funnel in the crook between the thumb 
and first finger of the right hand, coils the rubber 
tube over the fingers of the same so as to take up 
all the slack, and inserts the glass tube firmly 
into the end of the stomach tube, which he now 
holds about six inches from its end between the 
thumb and first two fingers. The patient is now 
directed to sit quite upright, bending his head a 
little forward, and to open his mouth. The 
operator now places the tube upon the patient’s 
tongue and pushes it gently backwards, at the 
same time directing him to swallow. At the 
moment when the larynx is seen to ascend, the 
tube is pushed quickly forward, and will be 
grasped by the pharyngeal muscles and carried 
downwards into the stomach. The operator at 
this moment lets go of the portion of the tube 
he was at first holding, grasps it a few inches 
further up, and gently aids its passage into the 
stomach by a forward movement of the hand. 
Whilst doing this he directs the patient to con¬ 
tinue his attempts to swallow. If the patient 
appears to. be the least distressed, he tells him 
to breathe slowly and deeply through the nose. 
It is as well to have an indicator upon the tube 
by which one may know when it reaches the 
cardiac orifice of the stomach, and the best and 
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simplest is a small rubber band of such a tight¬ 
ness that it will preserve its position and yet not 
-constrict the tube. This is far better than 
marking with paint or ink, as not only will such 
a mark wash off, but the proper distance varies 
with each patient The distance from the teeth 
to the cardiac orifice of the stomach is about 
40 c.m., but it may be found more accurately 
for the individual patient by placing the end 
of the tube upon the tip of the process of 
the ninth dorsal vertebra, and bringing the tube 
up alongside the neck and face to the incisor 
teeth. 

Difficulties in the passage of the tube. —These 
may arise from: 

1. Defective technic on the part of the opera¬ 
tor. The commonest mistake is to allow the 
patient to hold his head too far back. By this 
means the bodies of the cervical vertebrae are 
thrown forwards, and the orifice of the gullet 
narrowed from behind forwards. I am surprised 
to find the following directions given for passing 
the stomach tube in one of the most recent 
monographs, “ then asking him to throw his head 
slightly back, the point of the tube is introduced 
over the tongue into the pharynx.” If these 
directions were carried out, there would certainly 
be introduced a most unnecessary difficulty in 
the passage of the tube. 

2. An irritable condition of the pharynx. This 
is often met with in connection with chronic gas¬ 
tritis, chronic alcoholism, and as the result of 
slight degrees of nasal obstruction. It may be 
readily overcome by spraying the throat with a 
one per cent, solution of cocaine in paroleine. 

3. Obstructions in the oesophagus itself. 

(a) Spasm ; (b) Stricture; ( c) Diverticula; (d) 
Tumours; (e) External Pressure. 

The actual leverage of the stomach .— (a) The 
method with the simple funnel .—One of the 
great disadvantages of lavage with the funnel lies 
in the fact that assistance from a second person 
is indispensable. Two pairs of hands are re¬ 
quired, and unless the patient provide one of 
them, which is not often the case, you must have 
an assistant to hold the tube in position at the 
patient’s mouth, and prevent it from either slip¬ 
ping further in or coming out altogether. The 
tube then, being held steady close to the patient’s 
mouth, the operator takes the funnel in his left 


hand, and the jug of warm water in his right 
There are now two distinct methods of proceed¬ 
ing with the operation. 

First method.—The funnel being held slightly 
higher than the patient’s head, the water is poured 
slowly into it until it has been judged that a suffi¬ 
cient quantity has entered the stomach. At this 
point, just before the last funnelful has emptied 
itself, compress the tube just below the funnel 
by nipping it in the crook of the little finger. If 
this be properly done the water will be held fast, 
and the whole tubing from the orifice of the 
funnel will remain full of liquid. If the funnel 
be now lowered over the pail, syphonic action 
will be set up and the stomach will empty itself. 
The entire process can then be repeated until the 
washing water comes away clear. 

Second method.—The preceding method must 
never be used in cases of muscular weakness of 
the stomach, as the weight of water may aggravate 
the disease. In these cases each funnelful of 
water must be evacuated before the next is 
introduced. The funnel is held level with 
the mouth of the patient and filled with 
water. It is then slowly raised, and its contents 
will pass into the stomach of the patient. How¬ 
ever, if just before it is quite empty it be 
quickly lowered as far as possible, still keeping 
it in a vertical position, it will fill itself again 
by syphonic action, and can now be emptied 
into a vessel standing upon the table. It is of 
the utmost importance not to leave any water in 
the stomach in cases of myasthenia gastrica, and 
by this method, with the funnel, we are able to 
measure all we put in and all that we take out. 
It is necessary to use in this method a funnel of 
rather large capacity, and it is a convenience to 
have it graduated in ounces. 

Unfortunately, the novice will soon find that 
the operation of lavage is by no means so easy 
as it appears to be on reading a written descrip¬ 
tion. After a small amount of water has passed 
out of the stomach the flow will perhaps stop 
suddenly, and although it will readily start again 
on the introduction of more water into the 
stomach very little may come away; and the 
operator has to eventually leave off, conscious 
that he has introduced far more into the stomach 
than he has drawn out again. The causes of 
this contretemps are the following. 
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1. In cases of dilated stomach the ordinary 
tube introduced the regulation number of inches 
will not reach to the greater curvature of the 
stomach, and in consequence the stomach cannot 
be emptied. 

2. The tube may not have been passed right 
into the stomach. 

3. The tube may have been passed too far 
in, and become doubled upon itself. 

4. The tube may become blocked with food or 
mucus. 

5. When using tubes with two eyes at some 
little distance from each other, the flow from the 
stomach will naturally stop as soon as the liquid 
therein sinks below the level of the uppermost 
hole. With this kind of tube the stomach can¬ 
not be emptied of liquid below the level of this 
'eye. 

The remedies are fairly obvious. In washing 
out a stomach which is known to be dilated, 
make use of a tube which will allow at least 60 
•c.m. to be introduced. If the water should cease 
to flow, which you will see at once by watching 
the glass tube connecting the stomach tube with the 
efferent rubber tube, first of all make sure that you 
have not already emptied the stomach. This can be 
readily done by comparing the amount of water 
introduced with that which has returned. Now 
try the effect of pushing the tube further into the 
stomach, and if this is without result, pulling it 
further out. If this also prove of no avail, then 
it is probable that the tube has become blocked, 
and you must take steps to clear it. Often the 
introduction of a little more water will have the 
desired effect, but if not, then disconnect the 
glass mount from the end of the stomach tube, 
and insert into the latter the nozzle of an ordinary 
4 oz. ball enema, which you should have in readi¬ 
ness. Compress this sharply, and in all proba¬ 
bility the tube will be cleared, as the offending 
substance is blown out into the stomach. 

I would here draw attention to a little point 
w T hich is, as a rule, not alluded to in the text¬ 
books, namely, that it is not at all impossible for 
a stomach tube to be swallowed, and slip bodily 
into the stomach, of the patient. In my own 
practice I guard against this by having attached 
to every one of my stomach tubes, either by 
means of silk or by a cemented band of rubber, 
a small metal ring, to which is attached a couple 


of feet of stout thread. The ring is also very 
handy to hang up the tubes with in the cupboard 
in which you keep them. All stomach tubes are 
best stored in this manner, and not in a drawer. 

(b) Lavage by means of the three-way tap .— 
Many arrangements have been devised by 
different specialists to improve upon the method 
described of washing out the stomach by means 
of the simple funnel, which vary in their degree 
of complexity and the amount of sleight of hand 
required to manipulate their various clips. For 
some time past I have been using a three-way 
tap, which I had the honour of exhibiting at the 
annual meeting of the British Medical Association 
at Portsmouth in 1899, and a full description of 
which appeared in the 1 Lancet 1 of November 
nth of that year. 

The tap, w r hich is shown in Fig. 1, about two 
thirds natural size, consists of a vulcanite body, 
which carries three tubes, A, B, and C, and a 



Fig. 1. 


socket E, by which the tap can be supported on 
the end of a metal arm in a convenient position 
for use. In Fig. 2 are shown the different parts 
of which the tap is composed. It can be taken 
apart for cleaning without the use of tools by 
removing the winged screw L, and when assem¬ 
bled is held firmly together by the split ring of 
spring steel K, which is placed between the 
w T asher J and the shoulder of the screw' L; thus 
allowing a smooth movement of the plug I. 

As shown in Fig. 3, when in use, the tap is 
fixed by means of the socket E to the end of a 
bar g, which is provided at its other extremity 
with a clamp r, designed to be fastened to the 
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top of an ordinary chair. A ball and socket joint 



F'g- 3- 


The bar is arranged so that the tap shall be held 
on a level with, and opposite to, the patient’s- 
mouth. To the tube A is attached a rubber tube 
leading to a douche can m, situated above the 
patient’s head; the tube C leads by another 
rubber tube o, into the pail between the patient’s 
feet, and to the remaining tube B is attached a 
short length of rubber tube, carrying the glass 
mount for insertion into the stomach tube. The 
mechanism of the tap is so arranged that when 
the arm D is in the position shown at Fig. 4, a r 
the water will be flowing from the douche can m 



Fig. 4 . 


into the stomach of the patient, following the 
line of the arrows. When in the position shown 
at by the water will be passing from the can into 
the pail upon the floor, the stomach tube, full of 
water, being cut off. We are now in the position 
that all three tubes leading from the tap are full 
of water. If now the arm D be moved into the 
position shown at c, the tube leading to the 
douche can will be cut off, tubes B and C will be 
in communication, and syphonic action will be 
established which will quickly empty the stomach. 
After this, by moving the arm D alternately into 
the positions a and c , the stomach will be filled 
and emptied as often as may be desired. 

By the use of this apparatus the process of 
lavage of the stomach becomes almost automatic, 
and the operator has both hands free as the tap 
is supported in the most convenient position by 
the jointed arm. Moreover, by this arrangement 
lavage can be performed by the patient himself 
without any assistance. The tap is manufac¬ 
tured by the Pneumochemic Company, of 120, 
Longworth Street, Cincinnati, whose London 
agents are Messrs. Allen and Hanburys. 


s, allows free movement of the bar, which can be 
clamped in any given position by the screw y. 
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ON APPENDICITIS IN GIRLS AND 
WOMEN. 

BY 

J. BLAND-SUTTON, F.R.C.S. 


Some eight or ten years ago, when surgeons in 
this country began to realise the important part 
which the appendix played in the production of 
perityphlitis and iliac abscess, it was believed that 
these troubles were almost peculiar to males. The 
large number of accurate observations relating to 
disease of the vermiform appendix now available 
makes it clear that appendicitis is three times 
more frequent in males than in females. Thus 
in spite of the predominance for males the dis¬ 
ease is quite common in females, and, owing to 
anatomical peculiarities of their pelvic organs, 
appendicitis produces complications of great 
clinical importance, which will form the subject 
of this communication. 

In order to afford some notion of the fre¬ 
quency and age distribution of appendicitis in 
women, a list of twenty consecutive cases is sub¬ 
joined in which I removed the appendix in a 
period of eighteen months. 

1898. 

1. D—, aged 25. May 2.—Perforated appen¬ 

dix adherent to an ovarian cyst as big as a 
football. There was an abscess contain¬ 
ing a concretion as big as a date stone. 
The pus and the concretion contained 
Bacillus coli communis. 

2. K. B—, aged 17. May 3.—Relapsing appen¬ 

dicitis. Three attacks. 

3. M —, aged 32. June 27.—Appendix curled 

on itself and firmly adherent to caecum; 
obscure pain for several years. 

4. G—, aged 24. Sept. 30.—Appendix adhe¬ 

rent to right ovary. Appendix alone re¬ 
moved during an acute attack (Third). 

5. C—, aged 29. Oct. 29.—Relapsing appen¬ 

dicitis. 
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6. B—, aged 30. Oct. 30.—Sloughing appen¬ 

dix ; a large concretion; large foul abscess. 

1899. 

7. B—, aged 29. Jan. 29.—Relapsing appen¬ 

dicitis ; the appendix measured 20 cm. 

8. A—, aged 43. March 6.—Relapsing appen¬ 

dicitis. 

9. B—, aged 26. March 20.—Appendix con¬ 

verted into a cyst as big as the thumb. 

10. B—, aged 21. March 29.—Relapsing appen¬ 

dicitis. 

11. H—, aged 60. March 29.—Relapsing appen¬ 

dicitis associated with diarrhoea, for which 
raw beef had been taken, and gave the 
patient a brood of tapeworms. 

12. W—, aged 42. April 27.—Large mass, 

thought to be cancer. Subsequently proved 
to be inflammatory and connected with the 
appendix. 

13. W—, aged 54. May 26.—Relapsing appen¬ 

dicitis : appendix adherent to a cystic right 
ovary. 

14- G—> aged 33. June 5.—Relapsing appendi¬ 
citis. Pain for three years, thought to be 
of renal origin. 

15. B—, aged 40. June 12.—Relapsing appen¬ 

dicitis. 

16. K—, aged 25. June 29.—Relapsing appen¬ 

dicitis; many attacks. Operation under¬ 
taken as patient wished to be a missionary. 
17- L—, aged 42. Aug. 4.—Relapsing appen¬ 
dicitis; many attacks; appendix measured 
18 cm. 

18. W—, aged 28. Nov. 11.—Acute attack after 
eating walnuts too freely; appendix gan¬ 
grenous ; large concretion and free pus in 
pelvis. 

19- T—> agfeJd .32. Dec.—Relapsing appendi¬ 
citis, but had not been free from pain for 
months. The appendix was flattened like 
a strap and firmly adherent to the caecum. 
20. G—, aged 27. Dec.—Relapsing appendi¬ 
citis. 

These patients all recovered, and were known 
to be alive and well two months after the opera¬ 
tion. The removal of the vermiform appendix 
for relapsing appendicitis is a very successful 
operation, and in a long series of cases performed 
in men and women I have never had a death. 


It is an extraordinary thing how appendicitis 
simulates inflammation in other abdominal 
organs; but this surprise is diminished when we 
remember that the vermiform appendix is in one 
individual an inch long, and in another may attain 
a length of nine inches. On one occasion I 
excised eight inches of such an appendix, and as 
I drew inch after inch into the incision, my assis¬ 
tant feared that it was a ureter until he saw its 
rounded, bulbous end. Not only does the appen¬ 
dix vary in length, but also in position. Occa¬ 
sionally it is found coiled up like a bud on the 
caecum, or it is so long that its tip is in contact 
with the under surface of the liver; or so pendu¬ 
lous that it reaches the floor of the pelvis and is 
apt to become intimately adherent to the ovary, 
or find its way into the sac of an inguinal or 
femoral* rupture. 

It is the intimate relations which the healthy, 
as well as the diseased, appendix has with the 
ovary, ovarian and parovarian cysts, which make 
it especially interesting to those of us who are 
actively engaged in the surgery of the pelvic 
organs. 

The normal position of the ovary is at the brim 
of the pelvis, at a position midway between the 
sacro-iliac joint and the symphysis pubis. It is a 
well-ascertained fact that the vermiform appendix 
not infrequently leans over the brim of the pelvis 
in the situation occupied by the right ovary. In 
such circumstances it would follow that a seriously 
inflamed appendix might become adherent to the 
ovary. On the other hand an inflamed ovary or 
Fallopian tube might involve the vermiform 
appendix. As a matter of fact these complica¬ 
tions occasionally arise, and give origin to clinical 
signs which make it difficult to decide whether 
the patient is suffering from appendicitis or 
ovarian trouble. 

Four examples of this kind of clinical puzzle 
have come under my notice; in each the condi¬ 
tions present were verified by operation. In one 
I succeeded in removing the appendix and pre¬ 
serving the ovary; in the remainder it was neces¬ 
sary to sacrifice the ovary as well as the appendix. 

One of the cases was somewhat remarkable : the 
patient, a single lady of forty-five years, had been 
practically bed-ridden on account of pelvic pain 
during five years. On considering the facts of 
the case, I judged the ill to have its origin in the 
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appendix and advocated its removal. At the 
operation the appendix and the ovary were en¬ 
tangled in cobweb-like adhesions. The appendix 
was thickened and distorted, and the ovary cystic, 
but not much enlarged. 

The successful removal of the two damaged 
organs had a magical effect, and in three weeks 
the patient resumed active life, and has since 
remained in excellent health. 

The position of the vermiform appendix when 
hanging free at the pelvic brim, occasionally brings 
it in contact with the pedicle left after an ovario¬ 
tomy or oophorectomy, and a very curious result 
of this propinquity has been recorded by Ede- 
bohls. The patient had been submitted to 
oophorectomy on account of uterine myoma. A 
year later the ligature in the left side came away 
through the vagina; six months later he per¬ 
formed hysterectomy. The vermiform appendix 
was adherent to the stump on the right side. It 
was removed, and 5 cm. from the tip he found a 
silk ligature tied in a complicated knot, lying in 
the appendix and making its way into the caecum. 

In 1896 the details of a case were published in 
the 4 Annals of Surgery,’ in which a haemostatic 
forcep left in the abdomen after hysterectomy 
made its way into the caecum, and the end of the 
forceps occupied the vermiform appendix. This 
instrument was successfully extracted two years 
after the primary operation. 

The relation of the appendix to ovarian tumours 
is of great importance. A perusal of the litera¬ 
ture of ovariotomy shows that more than one 
w r riter has drawn attention to it, and Mr. Knowsley 
Thornton pointed out that when the tumour has 
many adhesions it is quite easy to mistake the 
cord-like, chronically inflamed appendix for an 
adhesion, and divide it; an unrecognised accident 
of this kind will, of course, lead to unsatisfactory 
consequences. 

I became aware very early in my operative 
career of this potential source of danger, and in 
performing cceliotomy for pelvic disease and 
ovarian tumours I always satisfy myself in regard 
to the appendix. On two occasions I have found 
it divided in the separation of adhesions, and have 
carefully sutured the stump and subsequently 
detected the tip of the appendix on the tumour. 
On several occasions I have seen a chronically 
inflamed appendix, and have removed it with good 


consequences in the course of cceliotomy per¬ 
formed for quite a different purpose. 

The relation of chronic and acute appendicitis 
to adhesions formed about ovarian tumours is an 
important subject, for I have satisfied myself that 



Pair of forceps left two years in the abdomen after 
hysterectomy. (MacLaren, 'Annals of Surgery.’) 


troubles with the appendix are in a certain pro¬ 
portion of cases responsible for the adhesions. 

A young woman came under my care with an 
ovarian tumour as‘big as a football. For some 
weeks she had suffered great pain, especially on 
the right side. At the operation the tumour was 
adherent to the right iliac fossa and caecum. On 
carefully examining the adhesion, I found the top 
of the appendix perforated and projecting into an 
abscess between the caecum and the tumour wall. 
There could scarcely be a doubt that the pain 
and the formation of the adhesions were initiated 
by an acute perforative appendicitis. The pus 
contained Bacillus coli communis. In this case 
after removing the ovarian tumour, I drained the 
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abscess cavity through a separate incision in the 
right flank. She made an excellent recover}’. 

It is important to remember that acute pelvic 
suppuration set up by leakage of infective material 
from the right Fallopian tube is very apt to simu¬ 
late acute perforative appendicitis, and on two 
occasions the signs were so misleading that I have 
opened the abd&men over the caecum when the 
cause was an escape of purulent material from the 
right Fallopian tube inundating the right iliac 
fossa as well as the pelvis. In each instance I 
succeeded in removing both Fallopian tubes 
through a right lateral incision, and with good 
consequences for the patients. 

Acute appendicitis in a puerperal woman may 
simulate pelvic cellulitis. Four years ago a woman 
came under my care in the Chelsea Hospital for 
Women for what was supposed to be a pelvic 
abscess. She had been confined three weeks pre¬ 
viously ; a few days after delivery a painful swell- 
ing appeared in the right iliac fossa accompanied 
by high temperature, which gave rise to the im¬ 
pression that she had pelvic cellulitis. In the 
course of the case unmistakable signs of pus mani¬ 
fested themselves in the neighbourhood of Pou- 
part’s ligament. On her admission into the hos¬ 
pital, I came to the conclusion, notwithstanding 
the fact that she had just passed through a puer- 
perium, that the trouble arose in the appendix. 
A free incision in the right flank was followed by 
a free escape of foetid pus, the tip of a sloughing 
appendix and a characteristic concretion. She 
made a very tardy convalescence. 

The intimate relation of the folds of peritoneum 
forming the mesometrium to the peritoneum lining 
the iliac fossa and investing the caecum, would 
lead one to imagine that an abscess arising in con¬ 
nection with the vermiform appendix would fre¬ 
quently make its way between the folds of the 
broad ligament, and simulate a pelvic abscess. 
This course is excessively rare, for the following 
reason: when suppuration arises in connection 
with an appendix hanging freely in the iliac fossa, 
the purulent collection is intra-peritoneal and 
collects in the recto-vaginal fossa. Of this I have 
satisfied myself on several occasions. In such 
conditions it is very difficult, and, indeed, often 
impossible to decide with certainty whether the 
signs indicating acute suppuration in the pelvis 
arose in the vermiform appendix or in acute in¬ 


fection of the Fallopian tubes. This is a matter 
of some importance when operations are under¬ 
taken, for the surgeon is often in doubt whether 
to make an incision in the linea alba or in the 
right flank. 

On the other hand, when the appendix is retro- 
caecal, the abscess will be strictly retro-peritoneal; 
and if it be allowed to run on the pus will extend 
upwards into the renal region, and even ascend so 
high as to furnish the signs of an empyema. This 
is not imaginary, for in the year 1887 I saw a sur¬ 
geon under the direction of a physician open an 
abscess of this kind, and resect the seventh right 
rib for a collection of pus which he regarded as 
arising in the thorax, but which arose in the ver¬ 
miform appendix, as was demonstrated at the 
post-mortem examination. 

It is a remarkable fact in connection with 
troubles on the right side of the abdomen, whether 
acute or chronic, especially in women, that there 
is often the greatest difficulty in deciding w r hether 
they have their origin in the gall-bladder, the 
kidney, the caecum, vermiform appendix, ovary, or 
Fallopian tube. 

In a recent case the patient complained of con¬ 
stant pain in the right side, and very careful 
observations made whilst the patient w r as resting 
in bed did not enable me to decide whether the 
pain depended on a movable right kidney, an in¬ 
flamed appendix, or the ovary. On the whole, I 
felt the signs were in favour of the appendix. At 
the operation the appendix adhered like a strap 
to the caecum; it was full of pus, and the infec¬ 
tion had implicated the ovary. 

If the occasion were suitable, I could give 
many examples of very extraordinary errors in 
connection with each of these organs, but I think 
one of the most remarkable was the case of a 
parlourmaid, who was treated in a hospital at 
Liverpool for nine weeks for acute appendicitis. 
She was then discharged apparently cured. Three 
weeks later a relapse occurred. At the Chelsea 
Hospital for Women I performed cceliotomy to 
remove the appendix, but found a gall-bladder 
containing many biliary calculi, and nearly a pint 
of pus. The gall-bladder with its contents was 
successfully removed, and the patient has since 
continued in excellent health. 

The reference to gall-stones naturally turns our 
thoughts to the concretions found in the vermi- 
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form appendix. We are realising day by day the 
great part played in the organic world by micro¬ 
organisms, yet even now we do not appreciate to 
the full their role. 

Mr. Lockwood, in his valuable remarks on the 
“ Pathology of Appendicitis ” at the Medical 
Society, recently drew attention to the fact that 
these concretions are “ bacterial masses.” This is 
an observation I can confirm, because in cases in 
my list the concretions were investigated by Dr. 
Addinsell, who found them thoroughly colonised 
by the Bacillus coli communis. 

It has, of course, long been known that the 
nucleus of a gall-stone may be a clump of bacilli. 
Last July I removed a gall-stone from the common 
bile-duct through an incision in the duodenum. 
This I placed in Dr. Addinsell’s care for bac¬ 
teriological investigation. The centre of this con¬ 
cretion was occupied by a small cavity containing 
fluid which yielded Bacillus coli communis , from 
which the bacteriologist subsequently obtained a 
pure culture. 

It is an interesting fact that the Bacillus coli 
communis not only initiates in very many instances 
the changes in the epithelium which lead to the 
formation of concretions in the gall-bladder and 
its ducts and in the vermiform appendix, but a 
clump of bacilli forms the actual nucleus of some 
•of these concretions. 

I have already mentioned that appendicitis 
simulates many intra-abdominal affections, but 
there is a variety which, so far as I know, has not! 
been adequately considered (yet examples must 
have come under the notice of surgeons), in which' 
the infection assumes the form of a cellulitis and; 
embeds the caecum, vermiform appendix, and; 
adjacent organs in such a firm inflammatory mass 
as to suggest carcinoma of the caecum. 

It has happened to me on two occasions to 1 
•operate on a large hard swelling in the right iliac- 
fossa, in which the physical signs and history of; 
the case indicated that the mass was in all pro¬ 
bability cancer of the colon. On exposing the 
parts through an incision and thoroughly examin¬ 
ing them, nothing was found to gainsay the 
diagnosis and the gloomy prognosis. In the 
•course of a few days pus began to issue from the 
w r ound, and the hard mass slowly resolved and 
ultimately disappeared, the patient in each in¬ 
stance being completely restored to active life. 


I have had similar examples in other parts of 
the large bowels, which have taught me the neces¬ 
sity of extreme caution before positively assert¬ 
ing, even after actually inspecting the parts in the 
course of a cceliotomy, that the lump in a given 
case is or is not cancerous. Singularly enough 
most of these ambiguous conditions have come 
under my notice in women. 

A careful study of appendicitis in women 
demonstrates that the clinical aspects of this 
disease are even more protean than in men. In 
those women vaguely classed as hysterical, neu¬ 
rotic, or neurasthenic, who complain of indefinite 
pain in the pelvis, often ascribed to ovarian 
trouble, the source of the misery is, in a fair pro¬ 
portion of instances, chronic appendicitis. 


The Treatment of Haemorrhoids.— Dr. R. 

Rounne (‘ Presse m^dicale,’ December 2nd, 1899) 
says that when excoriations form upon the haemor¬ 
rhoids, or when small losses of blood occur, he 
prescribes the following suppositories : 

Chrysarobin . i| grains. 

Iodoform . fVcr grain. 

Extract of belladonna... ... T l <& » 

Cacao butter. 30 grains. 

M. For one suppository. Two or three sup¬ 
positories may be used daily. 

Later the suppositories may be replaced by the 
following ointment: 

{l Chrysarobin . 12 grains. 

Iodoform . 4| „ 

Extract of belladonna... ... 9 „ 

Vaseline ... ... ... 150 „ 

M. For local application several times a day. 

New York Med. Joum, 


Early Intervention in Fractures of the 
Vertebral Column. —Delageniere (‘ Revue de 
Chirurgie/ No. n, 1899) urges against conservative 
treatment of fractures of the spinal column. When 
there are signs he holds that operation should be 
practised promptly, and in justification of this 
doctrine reports two cases—one in which prompt 
intervention was follovred by complete success, 
the other in which, intervention having been 
delayed until irreparable changes had taken place 
in the cord, the operation was without beneficial 
effect .—Therapeutic Gazette , February, 1900. 
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ON 

SOME URINARY DISORDERS IN 
CHILDREN. 

Delivered at the Hospital for Sick Children, Great 
Ormond Street, London, 

By A. E. GARROD, M.A., M.D., F.R.C.P., 

Physician to the Hospital; Medical Registrar and 
Demonstrator of Morbid Anatomy, 

St. Bartholomew’s Hospital. 


Why is it that the study of the diseases of chil¬ 
dren is considered, and rightly considered, as a 
branch of clinical medicine which calls for more 
or less special study? Obviously it is not merely 
because children suffer from diseases from which 
adults do not suffer. It is perfectly true that 
there are certain diseases wjiich are confined 
to childhood, such as rickets; and there are 
even some which are confined to early, infancy. 
But these constitute but a very small proportion of 
the maladies we see in a hospital such as this, 
and the books which are written on the subject of 
children’s diseases deal for the most part with 
the same diseases as do books on ordinary medi¬ 
cine. We must then look further for the reasons 
why special attention has to be given to the study 
of disease in childhood. The first of these is 
that the age of the patient and the period of life 
tend to impress a certain stamp on the diseases 
from which children suffer; so that in studying 
sick children, we must be prepared to meet with 
familiar disorders in more or less unfamiliar 
forms. Another reason is that the symptoms 
which we see in children very often suggest to 
our minds quite different sets of causes from 
those which are suggested by the same symptoms 
when they are met with in adults. Lastly, the 
treatment of children calls for special attention; 
and in the treatment of young children perhaps 
the most important part of all, or at any rate one 
of the most important parts, is the proper regula¬ 
tion of diet. These are, I think, the reasons why 
it is desirable for all of us, in the course of our 
medical studies, to devote some special attention 
to the diseases of children as such. 

The particular part of the study of children’s 


diseases which I have chosen as my subject to-day,, 
has not been cultivated quite so fully as many 
others. I think you will agree that with children 
examination of the urine very often does not re¬ 
ceive as much attention as it is entitled to. The 
reasons for this are not very far to seek. In the 
case of young infants, the collection of the 
urine is always a matter of considerable difficulty,, 
and hence, in a very large proportion of young 
infants the urine goes unexamined, especially in 
the hurry of private practice. Again, as you 
know, children are very rarely indeed subjects of 
interstitial nephritis, and in them diabetes is a 
decidedly rare disease; so that two of the con¬ 
ditions which we most frequently have in mind in 
examining the urine of adults are scarcely to be 
expected if the patient be a child. 

It is not my intention on this occasion to give 
you a list of abnormal substances which are found 
in the urine of children, nor to rehearse to you a 
series of conditions in which you will find this or 
that substance in the urine, but to try to give you 
some idea of the main points to be borne in mind 
in connection with the urinary disorders of child¬ 
hood. And the first point to which I wish to direct 
your attention is the prominent part which is 
played by crystalline deposits at this period of life. 
Children are, as you know, very apt indeed to pass 
urine in which uric acid crystals are present. In 
children who die within a few days of birth, con¬ 
cretions of uric acid are met with, filling up the 
renal tubules—the so-called uric acid infarcts. 
These are developed in the course of intra-uterine 
life. After birth the urine is at first scanty, but 
after a few days, when the flow of urine becomes 
more free, these infarcts get washed away and may 
be found on the napkins. But even at later periods 
infants pass, in some instances, considerable 
amounts of crystalline uric acid in their urine. 
Remember this: that the uric acid crystals pre¬ 
sent in the urine when you examine it were not 
necessarily present when the urine was passed. 
Any urine possessing a moderate degree of acidity 
will, sooner or later, deposit crystals of uric acid. 
Their deposition does not show that the patient 
is passing an undue amount of uric acid, but 
their early deposition does show that, owing to 
some property of his urine, free uric acid crystal¬ 
lises out of it with undue readiness. Of the 
various properties which contribute to this result. 
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by far the most important is the degree of acidity. 
In some instances the urine will deposit crystals 
even in the urinary passages or in the kidneys. 
In other cases the crystals will only be deposited 
when the urine has stood for a short time outside 
the body; and in other cases, again, only after the 
urine has stood for a longer period. 

Deposits of crystalline uric acid are often de¬ 
scribed as resembling cayenne pepper, but in the 
urine of many adults the crystals have a golden 
rather than a red colour, and with children this is 
usually the case. Remember that the crystals of 
uric acid occurring in urine are always coloured, 
but that uric acid is itself a colourless substance, 
and that the pigment which these crystals contain 
is extraneous. Again, a pure solution of uric acid 
deposits crystals of quite a different form from 
those which are met with in the urine. They are 
more or less square tables, and quite colourless. 
The crystals met with in the urine are, as you 
know very well, for the most part canoe or boat¬ 
shaped, and are always more or less tinted. I 
shall not dwell upon the cause of this now, but 
the forms which the crystals take are apparently 
due to the inclusion of the pigments to which 
they also owe their tint. The pigment which is 
the basis of the colour of uric acid crystals is the 
essential yellow pigment of the urine, urochrome. 
The pigment which gives the red tint, and which 
is in so many cases present in addition to uro¬ 
chrome, is that known as uroerythrin, which im¬ 
parts to uratic sediments their pink colour. In 
the urine of children uroerythrin is seldom abun¬ 
dantly present, and consequently the amorphous 
uratic sediments in the urine of children are not 
usually coloured by that substance. Except as 
showing a tendency for the urine to deposit crys¬ 
tals, deposition of uric acid occurring after 
passage is of very little clinical importance. When, 
however, the deposition takes place within the 
body, and the crystals are already present when 
the urine is passed, it produce* distinct and im¬ 
portant results. Not very long ago I had occa¬ 
sion to see a baby six or eight months old on 
account of haematuria. The urine contained a 
considerable quantity of bright blood; it also con¬ 
tained large numbers of uric acid crystals. It 
was quite obvious, after watching the child for a 
little time, that the passage of the blood coincided 
with the passage of uric acid crystals, and when 


the child’s urine ceased to deposit crystals the 
haematuria ceased also. 

The case which I have quoted shows you that 
the presence of uric acid crystals, deposited within 
the urinary passages, is one of the causes of 
haematuria in children. I think there is very little 
doubt that, short of haematuria, they often pro¬ 
duce a slight degree of albuminuria, and may 
even be responsible for a condition of the urinary 
passages which leads to the presence of a con¬ 
siderable number of leucocytes in the urine. Still 
more serious troubles may result from their 
presence. Dr. Gibbons, in a paper published in 
the ‘ Medico-Chirurgical Transactions ’ in 1896, 
described a series of cases of renal colic occurring 
in quite young children, infants mostly under two 
years of age, and some of them under one year of 
age. The attacks from which these children 
suffered resembled superficially the ordinary in¬ 
testinal colic of infants, and it is quite possible 
that such attacks are often set down to that cause, 
and that their true nature is overlooked. But as 
the pain passed off and the patient became 
quieter, it was possible to detect in these cases 
tenderness limited to one lumbar region,—that is 
to say, tenderness in the region of one kidney,—and 
the occurrence of the pain was usually associated 
with the passage of uric acid in the urine. How¬ 
ever, in no cases did Dr. Gibbons find any hard 
calculi in the urine after the attack, but in some 
he found putty-like concretions of uric acid, which 
were soft, but which he considered sufficient to 
explain the attacks from which the children 
suffered. 

The second variety of crystalline deposit in the 
urine which calls for mention is that of calcium 
oxalate. Oxalate cry stals are extremely common 
in the urine of young children, and I believe them 
to be a very frequent cause of slight albuminuria. 
In adults who have the condition known as oxa- 
luria, and whose urine contains large numbers of 
oxalate crystals, you will frequently find albumen 
also, and a considerable number of leucocytes. 
Conversely in children with slight albuminuria, 
you will frequently find oxalate crystals present in 
the urine. 


Again, as you know, there are cases of haema¬ 
turia occurring in children which are very diffi¬ 
cult indeed to explain; cases in which the child 
begins to pass blood in the urine without pre- 
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monitory symptoms, and in which, if the child is 
taken to the hospital and put on to a suitable diet 
and well looked after, the urine quickly resumes 
its normal characters. In such cases also you will 
frequently meet with deposits of calcium oxalate 
in the urine. 

The passage of calcium oxalate crystals is very 
largely increased by certain articles of diet,- and, 
of all articles which are frequently taken, rhubarb 
has the most marked effect in this respect. Not 
very long ago I had occasion to see a young man, 
otherwise in perfect health, who had suddenly 
noticed that his urine had the colour of porter. 
When the deposit therefrom was placed under 
the microscope, many oxalate crystals and blood- 
corpuscles were visible, and there was no more 
albumen than could be easily attributed to the 
blood which was present. It occurred to me that 
this might possibly be one of those cases, such as 
I had seen in children but never before in an 
adult, in which haematuria was merely due to eat¬ 
ing rhubarb. It was found on inquiry that the 
patient was extremely fond of rhubarb, and had 
eaten unusually freely of it the day before the 
symptoms developed. On knocking off the 
rhubarb, putting him on a bland diet, and keeping 
him at home quietly for a day or two, the haema¬ 
turia ceased altogether. I have no doubt that 
this was actually an example of haematuria due to 
eating rhubarb. Since then I have heard of 
several such cases of adults. One adult man told 
me that he never could eat rhubarb without get¬ 
ting haematuria. 

Of the rarer crystalline deposits I need not stop 
to speak, but I may mention that cystinuria is 
occasionally met with in children, and is not im¬ 
probably a congenital condition. 

There is, however, one other deposit which I 
must mention, namely, indigo. The precursors 
of indigo are found in large amounts in the urine 
of children, perhaps more frequently than in 
that of adults. You know the test for the so- 
called indican of urine, viz. boiling with hydro¬ 
chloric acid and a trace of bleaching powder, or a 
drop of nitric acid, in which process the indigo 
pigments are formed, and may be extracted with 
chloroform. There are two distinct compounds 
which occur in urine which are parent substances 
of indigo. One of these is the substance which 
is commonly called indican, but which is more 


correctly described as indoxyl-sulphate of potas¬ 
sium. It is one of the aromatic sulphates, and is 
a comparatively stable compound. The other 
compound, which is called indoxyl-glycuronic 
acid, is much less stable, and is liable to 
undergo spontaneous decomposition in alkaline 
urine, with the result that free indigo blue 
becomes deposited, generally in the amorphous 
form, much more rarely in the form of crystals. 
I think one sees such deposits of indigo blue 
more often in children than in adults. If you 
look at the urine of a large number of sick chil¬ 
dren in a hospital, you notice in some cases little 
black specks lying among the mucus; or there 
may be a blue scum on the surface, and the whole 
urine may even assume a bluish or greenish 
colour. Both indoxyl-sulphate and indoxyl-gly- 
curonate are probably products of bacterial 
activity in the intestine, and they are frequently 
present in considerable amount in the urine of 
cases of tubercular peritonitis, probably oil 
account of the associated intestinal disturbance, 
rather than from any special influence of the 
tubercular affection. 

There is one other crystalline deposit met with 
in children’s urine which may be referred to, 
namely, bilirubin. In icterus neonatorum you 
may, it is said, find bilirubin crystals on the nap¬ 
kins ; and in the cases of jaundice you can some¬ 
times find them, if you look carefully, in the sedi¬ 
ment. The crystals are usually acicular, and 
they are met with in bundles of needles. Haema- 
toidin occurring in urine assumes similar crystal¬ 
line forms, and what we know of the chemistry of 
these two substances points to the identity of 
bilirubin and haematoidin. Haematoidin crystals 
derived from blood are, like those of bilirubin, 
sometimes met with in the urine, and the condi¬ 
tion in which you are most likely to meet with 
them is in malignant disease of the kidney, where 
there has been haemorrhage into a malignant 
growth and the* formation of blood-cysts; the 
blood in the cysts has undergone changes, haema¬ 
toidin crystals have been formed, and if the cyst 
opens into the urinary passages the haematoidin 
may be found in the urine. So that in the absence 
of jaundice the presence of these small, brown, 
acicular crystals in the urine will suggest the 
presence of malignant disease of the kidney. As 
you know, sarcoma of the kidney, although it is 
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not a common disease in children, is much com¬ 
moner in childhood than at any other period of 
life; in fact it is one of the conditions which has 
to be borne in mind in examining cases of 
abdominal tumour in young subjects. 

I mentioned just now that indigo may give a 
greenish or bluish colour to urine. It does not 
often do so, however. In a case which I de¬ 
scribed some years ago, the urine of a child four 
or five years old which was sent to me, had the 
colour of green chartreuse. It appeared limpid, 
but when one filtered it a blue pigment was re¬ 
moved and left on the filter, and. the urine ran 
through almost yellow. The blue pigment turned 
out to be indigo, but in this case the indigo was 
not formed in the body, but was derived from the 
blue cloth border of a rug which the child had 
sucked the night before, with the result that 
indigo-blue reappeared, suspended in an impal¬ 
pable form in the urine. It is a well-known fact 
that patients treated with methylene blue will pass 
blue urine, or, if the dose is small, the urine is 
green. In one instance, that of a child whose 
urine I examined last year and whose case was 
described by Dr. Morley Fletcher in the Clinical 
Society’s ‘ Transactions,’ we could get no explana¬ 
tion whatever of the way in which methylene blue 
had been taken. 

Before leaving the subject of sediments, let me 
give you a word of warning against mistaking for 
true urinary depQsits granules of starch derived 
from dusting powders. Such granules are often 
present in the urine of children, and students are 
often deceived by them. According to the nature 
of the starch used in a particular hospital or 
household the appearance of the granules varies. 
Their most characteristic feature is their high re¬ 
fractive power and a dark star, which is usually 
present in the centre of the granules. If you run 
iodine solution under the cover-glass you will 
see that they assume a deep blue colour. 

I have already mentioned the important part 
which I believe crystalline deposits to play in the 
production of albuminuria. Slight albuminuria is 
very common in children. It may result from the 
same causes as albuminuria in adults, and which 
I need not enumerate—such, for instance, as paren¬ 
chymatous nephritis, fevers, and so on. But in 
many children who are merely slightly out of 
health, you will find traces of albumen in the 


urine. In some cases, generally in older children, 
the condition turns out to be what is called cyclic 
albuminuria, and it is usually transitory and very 
dependent on meals, or is influenced by posture. 
There is albumen in the urine at one time of the 
day but not at another. In some cases the albu¬ 
men is not really urinary, but is due to admix¬ 
ture of discharges. In other cases one cannot 
doubt that there is really true albuminuria, and yet 
we are unable to explain the mode in which it 
occurs. This subject requires a great deal more 
work to be done upon it before one can speak 
definitely of the causes of the slight albuminuria 
which is present in a considerable portion of the 
children who come as out-patients to a hospital 
like this. 

There are, too, cases of haematuria in children 
in which no explanation at all is forthcoming, and 
the haematuria is very transitory. Children pass 
blood in the urine on slight provocation. One 
sometimes sees it in the course of acute fevers, 
and it has been observed in influenza. Haemo- 
globinuria is also observed in children, and may 
assume a paroxysmal form. In such cases a his¬ 
tory of congenital syphilis is usually to be 
obtained. Whilst speaking of haematuria, I should 
mention that, even in the case of children, you 
need to be sure that what appears to be blood is 
actually blood. There was an extremely interest¬ 
ing case which I cannot forbear telling you of, 
which occurred in the out-patient department here 
some years ago under my late colleague, Mr. 
Leopold Hudson. A boy, aged ten or twelve, 
who was in an industrial school, was brought to 
him. He produced some red urine, and com¬ 
plained of pains which really agreed very well 
with the classical symptoms of renal colic. When 
the urine was examined, it was evident that it 
contained no blood. It was of a deep pink 
colour. Spectroscopically it did not show the 
haemoglobin bands. All that one could suggest 
was that this was a case of malingering, and the 
boy was challenged with it. After a great deal of 
denial he confessed that he had eaten pink sweets 
to produce the effect, as he was not happy at this 
school, and wanted to get away from it. But he 
did not speak the truth even when he confessed. 
It turned out that this was not the way in which 
the result was produced, but that he carried a 
piece of turkey-red cloth in his pocket, and 
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steeped it in his urine, thus imparting to it a red 
colour. The colouring matter was madder. This 
was the most interesting case of malingering that 
I have seen in a child. It was reported by Mr. 
Hudson in the Clinical Society’s ‘ Transactions.’ 

As regards pink sweets, there is a kind of pink 
sw r eet which is widely sold in London at the 
present day, and which is responsible for some 
very interesting urinary effects. If one dissolves 
the sweets ih water, one obtains a pink solution 
which is not fluorescent, but which is coloured 
by an aniline derivative. If such sweets are eaten 
in large quantities the urine assumes a pink 
colour, and exhibits a brilliant green fluorescence 
like that of a solution of eosin. The phenomenon 
is chiefly met with in children, because children 
most frequently consume these sw r eets. You 
should be upon your guard against being deceived 
by the pigment which is present in these cases. 

I do not want to enter into a discussion of 
abstruse points of urinary analysis, but there is 
one substance w'hich is present in the urine of 
children more abundantly than in the urine of 
adults, and about which something should be 
said, namely, acetone. In fact, a considerable 
literature has grown up, and many investigations 
have been carried out on the subject of aceto- 
nuria. It has been shown that in children 
acetone is present in the urine, in traces, even in 
health. It has also been shown that the amount 
is increased by a meat diet; and, further, that 
during febrile illnesses there is a marked increase 
in the amount of acetone in the urine, which 
passes away with the febrile attack. This kind of 
acetonuria is nothing to do with diabetes, and is 
especially marked in children. It has been 
noticed during and immediately after an epi¬ 
leptic fit. On the other hand, it is nothing to do 
with the causation of the epilepsy, because many 
epileptic patients do not show it. It would seem 
that when the urine is freshly passed, aceto-acetic 
acid is present, and that on standing this sub¬ 
stance becomes converted into acetone. It is 
aceto-acetic acid which gives a mahogany colour 
on the addition of ferric chloride to urine, a re¬ 
action which is not infrequently obtained in cases 
of diabetes. 

Sugar is not a very common constituent of 
urine in children. Diabetes is occasionally met 
with even in young children, but is certainly 


very uncommon. When it occurs in quite 
young children it is not infrequently overlooked 
for a time, and these cases are generally of a very 
acute type, run a rapid course, and are quickly 
fatal. You know how much more grave diabetes 
is in young people than in later life, and in chil¬ 
dren it seems to he especially grave. There are 
other conditions met with in children in which 
glycosuria occurs. Children are so fond of sw'eet 
things, and are capable of consuming such large 
amounts of sugar, that in some cases they appear 
to get slight alimentary glycosuria. Children at 
the breast sometimes have glycosuria, and the 
sugar present in these circumstances appears to 
be lactose. You know r that lactose is apt to occur 
in the urine of nursing women, especially if the 
nursing is suddenly stopped ; and, although the 
lactose gives the reducing reactions of ordinary 
grape sugar, it is very difficult to ferment. That 
is probably the easiest way of recognising the 
presence of lactose, although, of course, it is not 
by any means a conclusive test. In carrying out 
the fermentation test, there are several things 
which you have to be on your guard agair.st. If 
you heat the urine too much the power of the 
yeast will be inhibited. I have met with a case in 
which the sugar w ? as supposed not to be destroyed 
by fermentation, simply because the bottle in 
which it w'as had been exposed to too high a tem¬ 
perature. When the test was repeated under 
proper conditions there was no difference be¬ 
tween this and any other diabetic urine. You 
will also meet with glycosuria in certain brain 
troubles in children. It is said to occasionally 
occur in connection with tubercular meningitis. 
Certainly in some cases of tubercular meningitis, 
but not very many, you will find that the urine has 
the power of reducing copper. But never forget 
that the fact of urine having the pow r er of reduc¬ 
ing copper is no sufficient proof that it contains 
sugar. You know r that it is frequently assumed 
that urines which reduce copper, but can be 
shown not to contain sugar, owe their reducing 
power to the substance known as glycuronic acid. 
This substance does occur in urine, and it does 
produce Fehling’s solution ; but we are not justi¬ 
fied in assuming its presence without further 
proof. 

I have the opportunity of showing you this 
afternoon a specimen of an extremely rare condi- 
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tion of the urine, which is one of .those in which 
reduction of copper is observed. This is a 
specimen , of the urine of a child who has been 
under my care here from the age of three months. 
Before the lecture I boiled some of it with 
Fehling’s solution. You see that there has been 
a copious reduction, and yet this urine does not 
contain sugar. The condition is one which is 
known as alkaptonuria, and there can be no doubt 
that it is an extremely rare one, for it is very 
striking and not likely to escape notice, although 
there is a recorded instance of an adult who was 
not aware of any peculiarity in this respect until 
he went to an assurance office and was refused. 
The child by whom this urine was passed is now 
two years old. You will notice first of all that the 
urine has a peculiar brown colour. This is some of 
the palest I have seen. When it has stood it be¬ 
comes darker in colour, and in the course of a few 
days it turns almost black. A patient with dis¬ 
seminated melanotic growth may pass urine which 
blackens on standing, but there are certain dis¬ 
tinctive tests for melanuria, such as the complete 
and immediate blackening which is observed on 
the addition of perchloride of iron. Here is some 
of the alkapton urine to which I have added 
caustic potash ; and the upper part, which has 
been more exposed to the air is darkened, whereas 
the lower part remains practically natural in 
colour. The condition is due to the presence in 
the urine of aromatic acid, which is known as 
homogentisinic acid, and has the formula C 8 H g 0 4 . 
The blackening of the urine is of a similar nature 
to the blackening of pyrogallic solution, with 
which all of you who have done any photography 
will be familiar. The acid itself can easily be 
extracted from this urine, and I have here a 
specimen of its crystalline lead salt. I do not 
propose to dwell at any length on this rare 
anomaly, of which there are only about thirty 
cases recorded; but I mention it in connection 
with children because it is met with in them as 
often as in adults, and in the great majority of the 
recorded instances the condition has been life¬ 
long—congenital. In this particular case the 
anomaly can be traced back further than in any 
of the other recorded instances. The woman 
who nursed the mother in her confinement called 
attention to the staining of the napkins by the 
urine on the day after the child’s birth. Alkap¬ 


tonuria is not only congenital but it also runs in 
families. This case is, however, the only one in 
the family. It appears, moreover, to be a com¬ 
pletely harmless peculiarity, and it is desirable 
that you should know something about it because, 
having this knowledge, you can relieve the anxiety 
of the patient or his parents. In one instance a 
brother and sister who exhibited this peculiarity 
were both over sixty years of age, and they both 
died from causes quite independent of the urinary 
condition. Baumann and Wolkow were inclined 
to ascribe alkaptonuria to micro-organisms in the 
intestine, and they clearly showed that it is the 
metabolism of tyrosin that is at fault. I cannot 
attempt to enter here into the reasons upon which 
these opinions were based, but may mention that 
there are strong reasons for doubting the bacterial 
origin of the condition, which, as I have men¬ 
tioned, may date from the first day of life, and 
may occur in several members of a family. The 
only special troubles to which alkaptonic indi¬ 
viduals are liable are, as far as I know, in the 
first place, the staining of linen and blankets by 
the urine. This staining is very deep, and it will 
almost certainly attract the parent’s attention. 
And that is one reason for thinking the condition 
to be so rare. From woollen fabrics the stains 
cannot be removed. The other source of annoy¬ 
ance is that if the patient presents himself for life 
insurance he is liable to be promptly rejected as 
diabetic. 

In carboluria, as in alkaptonuria, the peculiar 
greenish-brown colour of the urine results from 
the oxidation of an aromatic compound; and I 
may call your attention to the great ease with 
which children develop carboluria. The applica¬ 
tion of a carbolic compress to the head, for the 
removal of pediculi, for as short a period as from 
four to six hours, will suffice to produce carboluria 
in a child, although the skin be quite unbroken. 
Here are some specimens illustrating this point. 
One child had a cap put on for pediculi last 
night, and you can see the characteristic dis¬ 
coloration of the urine. Another child is taking 
salol and the urine shows the same peculiarity. 
You know that salol is a compound of salicylic 
and carbolic acids, and that it is broken up into 
its constituents in the alimentary canal, and so 
readily causes the development of carboluria. 

Remember that the addition of perchloride of 
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iron to the urine is of no use as a test for car¬ 
boluria. There is one test which in a case of 
doubtful carboluria is worth trying, though it is 
inconclusive. If you add some barium chloride 
to the carbolic urine, you will get no precipitate, 
or only a very slight one. The reason is that the 
aromatic body present is combined with sulphuric 
acid, and the aromatic sulphates are not precipi¬ 
tated by chloride of barium. If, however, you 
take the same urine and boil it with some hydro¬ 
chloric acid, the aromatic sulphate is split up, the 
sulphuric acid is set free, and, on the addition of 
barium chloride, you get a copious precipitate of 
barium sulphate. If the dark coloured urine give 
this reaction: little or no precipitate before boil¬ 
ing with hydrochloric acid, and an abundant pre¬ 
cipitate afterwards, it shows that the bulk of the 
sulphuric acid present is in the form of aromatic 
sulphates, and so renders it highly probable that 
the suspected case is one of carboluria. More 
than that it does not show. 


Puerperal Septicaemia caused by Tuberole 
Bacilli .—At a recent meeting of the Paris Medical 
Society, Doldris related two cases of septicaemia, 
both occurring in tuberculous subjects. Cha¬ 
racteristic cultures of tubercle bacilli were ob¬ 
tained from the blood of both patients, and the 
author believes that owing to the traumatism 
accompanying parturition the bacilli became mo¬ 
bile, thus entering the general circulation. The 
so-called cases of tubercular septicaemia are very 
intense in character and rapidly fatal. 

Amer . Journ. Obstet ., January, 1900. 


The Determination of Sex at Will.— Dr. 

Davis’s observations seem to her to establish a 
rule governing the determination of sex, which may 
be briefly formulated as follows :—In every monthly 
cycle of menstrual life there is a period of suscep¬ 
tibility to impregnation, divided into three terms, 
viz. from three days previous to menstruation to 
eight days after the cessation of the flow, in which 
only girls are produced; from ten to fifteen days 
after menstruation, in which only boys are pro¬ 
duced ; and the intervening ninth day, which may 
be called neutral ground, in which the result is 
uncertain—twins of different sexes may be the 
outcome, or, if only one child is the issue, it may 
be either a boy or a girl; but if it is a boy, it is apt 
to be defective in masculine characteristics, and if 
it is a girl it is prone to be of the hard angular 
type .—New York Med . Journ ., Feb. 24th, 1900. 


WITH DR. LEWIS JONES IN THE 
ELECTRICAL DEPARTMENT OF 
ST. BARTHOLOMEW’S 
HOSPITAL. 


11. 

Gentlemen,— You will remember that last week 
I showed you our arm-baths, and described the 
convenience that they were in enabling us to deal 
with the cases of injury or disease of nerves and 
muscles of the upper extremity which form so 
large a number of our cases. We shall return to 
these upper limb cases later on, but for the 
moment I wish to show you the method of pro¬ 
cedure in testing an unknown case. Testing con¬ 
sists in an examination of the electrical reactions 
of a patient’s nerves and muscles in order to see 
whether they are normal or not, and, if not, to see 
how they differ from the normal. Having made 
your electrical test and other observations, you 
proceed to draw a conclusion, not from the testing 
alone, but from that and the other facts which 
you may be able to notice. The application of 
an electrical test to a case is like applying some 
additional instrument to its examination. For 
example, just as in a case of renal disease, after 
testing the patient’s urine chemically in the 
ordinary way you might profitably examine the 
urine with the microscope, so by means of elec¬ 
trical testing in a case of paralysis or muscular 
weakness you may be enabled to discover some 
important fact which the rest of your examination 
has not shown. I mean, of course, that electrical 
testing has to be taken in conjunction with other 
things. 

This patient has paralysis and wasting in the 
left leg, which has been affected for three years, 
and measurement with the tape shows that the 
girth of the leg is one inch less than it is on the 
other side. The battery with its cords and elec¬ 
trodes is ready, one electrode consisting of a 
metal plate in a sheath of wash leather, and the 
other being a disc about an inch in diameter, also 
covered with wash leather and mounted on a 
handle. Both are well moistened with hot w'ater, 
and first I place the plate electrode or indifferent 
electrode against some convenient part of his 
body, such as under the hips, where its action will 
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not complicate the effects produced in the region 
of the active electrode. Or you may put the in¬ 
different electrode on the chest and let the patient 
hold it in place. It simply serves to complete the 
circuit The active electrode has a handle, and 
in the handle a key, by which one can open and 
close the circuit at will. We connect to the in¬ 
duction coil, adjust the coil to what is thought 
to be the right strength, and are ready to com¬ 
mence the test. It is a useful precaution to apply 
the current to yourself first, in the following way. 
Moisten your left hand and grasp the limb, apply 
the electrode to the back of the hand and close 
the key. The current passes through your hand 
and thencfc to the patient. By commencing in 
this way you feel what the current is like, you are 
guarded against beginning too strongly, and you 
inspire the patient with confidence. As I do it 
you can see that this current is strong enough to 
make my muscles contract; therefore it should do 
the same for those of the patient; it is not strong 
enough to hurt me, therefore it is not likely to 
hurt the patient. I advise you, when dealing 
with new cases or with timid persons, to com¬ 
mence in this Way, and not to turn the current on 
to the patient without feeling it first. Next try 
the muscles of the sound limb for a standard of 
comparison, and when you have adjusted your 
current to give a good contraction in the sound 
muscles, begin upon those of the affected part, 
using a chart of the motor points until you know 
them well. The tibialis anticus does not contract, 
and when we place the electrode over the motor 
point of that muscle the only response we get is 
a contraction of the calf. We therefore leani that 
the muscle we are testing is not so contractile as it 
should be. We try a stronger current, and again 
only the calf moves. The tibialis anticus has lost 
the power of reacting to the coil. The peroneus 
longus also shows no contraction. The extensor 
longus digitorum and the extensor proprius 
pollieis react feebly to strong coil currents. When 
the electrode is applied to the calf, that reacts 
well, and the tibialis posticus also reacts when the 
active electrode is applied to its motor point. The 
contractions of the interosseous muscles of the 
foot are good. The thigh muscles are normal in 
their reactions. So much for the reaction with 
the coil. Next we change over from the coil and 
repeat the test with the cells, and in this part of 


the test we are able to use the galvanometer to 
indicate the strength of the current which passes. 
The polarity of the electrodes must also be con¬ 
sidered. I have already shown you, in a former 
demonstration, that the negative pole has the 
greater effect in causing the muscles to contract. 
We therefore make the active electrode negative 
and begin with sixteen cells. That gives a gal- 
vanc meter reading of four milliamp 4 res, which, 
should suffice to cause a contraction in a normal 
muscle if the electrode is properly placed over its 
motor point. You see the tibialis anticus and the 
peronei contract to this current in a sluggish 
manner. Compare with the corresponding muscles 
of the sound side, and make a mental note of the 
rate of contraction, sluggish on the former side, 
quick on the latter. The extensor proprius pollieis 
and extensor communis digitorum react feebly to 
the cells, as to the coil; the contraction, though 
feeble, is not sluggish. The contraction in the 
calf and interossei is not sluggish, but rapid and 
good. There is a loss of coil reactions and slug¬ 
gish cell reactions, or a reaction of degeneration 
in the peronei and the tibialis anticus, with feeble 
normal reactions in the other front muscles and 
normal contractions in the calf, and the case is 
one of infantile paralysis affecting several muscles 
of one leg, the history dating from three years 
ago. 

As in testing, so in the treatment of disease by 
electricity, one sometimes makes use of cur¬ 
rents of a steady flow — current of the cells 
—and sometimes of currents consisting of suc¬ 
cessions of rapid, brief shocks — the current 
of the induction coil. It is therefore im¬ 
portant to consider whether there are any 
indications to guide us in the choice of one 
or other of these forms of apparatus. In order to 
settle this question we must first examine the 
effects respectively of the coil and of the cells, 
and ask ourselves what effects are usually sought 
for when electrical treatment is applied. The 
major part of the work which is expected of elec¬ 
trical treatment may be put down under the head 
of stimulation. Most of the results which we 
obtain in the treatment of disease are the results 
of electrical stimulation, and the most efficient 
electrical stimulus of a nerve, or of a muscle, or 
of the skin is a rapidly changing current. The 
effect of that is much greater than that of a 
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steadily flowing current; and when simple stimu¬ 
lation is desired, its effects are most easily pro¬ 
cured by means of the rhythmically varying 
current of the induction coil. The induction coil 
is therefore used very largely as the instrument of 
electrical treatment. But stimulation can also be 
obtained by means of the current from the cells. 
Unstriped muscle, for example, responds more 
readily to a steady current, or a current which 
varies slowly, than it does to a rapidly varying 
current like that of the coil. Consequently, if it 
is a question of stimulating the unstriped muscle 
of the intestine, of the bladder, or of the blood¬ 
vessels, we shall choose the battery current in 
preference to that of the coil. Moreover there 
are cases when, although the object aimed at is 
stimulation, yet the stimulation of the coil current 
may be too intense to suit the case, and the more 
gentle stimulation of the current of the cells will 
suit better. The degree of intensity of the stimu¬ 
lation by the cells can be controlled by the mode 
of operating. The more frequently and the more 
abruptly the current from the cells is made to 
vary, the more intense will be the stimulation. 
Moreover, when the part to be stimulated is deep- 
seated, it can be reached more effectively with 
the constant current than with that of the coil. 
The current of the coil is small in quantity, and 
owes its stimulating powers mainly to the rapid 
rate with which it varies; and being small in 
quantity, it is much weakened by diffusion when 
it has to pass from the skin to reach deep-seated 
tissues. Variations in the current of the cells can 
best be produced by sliding movements of the 
active electrode. As this is caused to glide over 
the surface, each part which it touches is brought 
successively into the area of strongest concentra¬ 
tion of current, and it may be moved either slowly 
or rapidly. If you will try the experiment with 
your own forearm muscles, you will see that a 
quick movement will set the muscles contracting 
as the electrode passes over their motor points; 
but when the electrode is slowly moved, contrac¬ 
tions are set up much less readily, or not at all, 
even though the current indicated by the galvano¬ 
meter is the same in both cases. You can thus 
secure the results you aim at by dexterity in mani¬ 
pulating your electrode. 

Although you may think it to sound rather 
paradoxical, electricity is also frequently employed 


with success to produce soothing or anodyne 
effects. These, which may appear at first sight to 
be the actual opposite of the stimulation which I 
have just dealt with, are not really so when carefully 
examined. The anodyne effects are chiefly made. 
use of in the relief of a neuralgic or a rheumatic 
pain, or for the relief of pain in a part which is 
congested. If we consider the congestion first, 
you will see that an anodyne effect can be obtained 
indirectly, through a stimulation effect acting 
mainly on the local circulation, causing vaso-motor 
dilatation and relief of the engorgement. This 
anodyne effect is illustrated in a simple way by 
the result of treating a painful sprain. It is one 
of the oldest observations in medical electricity 
that great relief can be given to a sprained joint 
by the application of a constant current. Remak 
particularly, in his classical book on medical elec¬ 
tricity, relates some very instructive cases. The 
essence of these cases is # that the application of 
the constant current to a recently sprained, 
swollen, and discoloured joint, is followed imme¬ 
diately by great relief of pain and some diminu¬ 
tion in the swelling. In such cases it is obvious 
that the damage caused by a sprain is not a thing 
that can be cured immediately by any kind of 
application, electrical or other; and in seeking 
for an explanation of the immediate relief which 
the treatment undoubtedly gives, one thinks at 
once of the state of congestion and engorgement 
in a sprain, and on the good effect which would be 
produced by any relief of that congestion. The 
application of leeches to such injuries has long 
been recognised as a means of giving relief, and 
it is clear that to ease the tension of the engorged 
blood-vessels is an important part of the treat¬ 
ment. It is, therefore, almost certain that elec¬ 
trical applications can only act in this way. 
Besides, the visible effect on the superficial blood¬ 
vessels of the skin, with which you will soon 
become familiar as a part of electrical applica¬ 
tions, will enable you easily to understand that 
the vascular dilatation which you see upon the sur¬ 
face can easily be associated with a similar vascular 
dilatation in the deeper parts. Again, the relief 
of a pain like that of sciatica by electricity is very 
probably a question of vascular change also. So 
far as we know, engorgement of the sheath of the 
sciatic nerve plays an important part in the pro¬ 
duction of sciatica. An electrical application will 
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often completely dispel the pain of sciatica during 
the time of its application, and will give relief 
for an hour or more afterwards, the pain then 
gradually returning. This rapid action looks very 
much as though the effect had been produced by 
means of an action upon engorged blood-vessels, 
helping them to empty themselves, and thus 
removing pressure and relieving pain until such 
time as the state of congestion has returned. The 
repetition of the electricity on successive days 
gradually leads to the permanent relief of the 
case. In the group of cases in which electricity 
is used as an anodyne you must therefore recog¬ 
nise this vaso-motor effect as occupying a pro¬ 
minent place. Doubtless the essential action is 
stimulation of the vaso-motor nerves, and a 
secondary action due to their effect upon the 
blood-vessels, and therefore we may take this par¬ 
ticular effect as an instance of an anodyne action, 
depending directly upon stimulation. But there 
is another way in which we can conceive that elec¬ 
trical applications will have an anodyne effect, and 
that is through the mechanism of what is known 
as electrotonus. Electrotonus, as you may re¬ 
member, is the condition of a nerve during the 
passage through it of a constant current. This 
condition is not the same throughout the tract of 
nerve which is carrying the current. There is one 
condition of an electrotonus at the region of the 
anode, and another condition of kath-electrotonus 
at the region of the kathode. At the region of 
the anode the irritability of the nerve is lowered, 
and therefore it is conceivable that by setting up 
a state of electrotonus in the neighbourhood of a 
painful nerve or a painful part of a nerve we 
might be able to give relief. For anodyne effects 
one always uses the constant current. One uses 
by preference the anode or positive pole at the 
seat of pain, because one bears in mind the 
phenomena of electrotonus. One avoids sudden 
makes and breaks of current, with their muscular 
contractions, and one moves the electrode slowly 
over the surface of the skin. In this way we make 
the current as little stimulating to nerve and 
muscle as we can, and aim at an effect upon the 
blood-vessels, and perhaps also at a condition of 
electrotonus, to play their part in the production 
of anodyne effects. The arm-bath or foot-bath is 
also an admirable way of applying the constant 
current in some of these cases. 


A third action of electricity, which I have not 
shown you at all hitherto, is the electrolytic action. 
Electrolysis is useful for surgical applications. In 
electrolysis one liberates chemical agents at the 
regions of the poles applied to the patient; and 
these chemical products then exercise their proper 
actions, caustic or otherwise. The advantage of 
electrolysis is that it enables us to liberate a 
caustic chemical exactly at the place where it is 
wanted, and exactly in the quantity which is 
wanted. In surgery electrolysis is used for the 
destruction of moles, small tumours, naevi, etc., 
and especially for the destruction of naevi. Its 
especial advantage is apparent in the treatment of 
those naevi whose position makes it impossible to 
attack them by means of the knife, — for 
example, naevi affecting the face or certain 
parts of the face, such as the eyelids or the 
nose, where excision is clearly impossible. 
Electrolysis is not the only means for the 
treatment of naevi, and it should be confined to 
those cases which cannot be satisfactorily dealt 
with by excision. After excision it is perhaps the 
most convenient mode of treating them. At this 
hospital a considerable number of naevi are treated 
every year by electrolysis; so much so that we 
have a special day for them, and I shall devote a 
special demonstration later on to the discussion 
of the various details connected with the process. 
Electrolysis is also used for the destruction of 
hair-follicles, for the removal of superfluous hairs. 

I will show you an experiment to prove that the 
passage of a current through a moist conductor 
produces chemical change at the points in contact 
with the electrodes. Here are two platinum 
needles connected to the positive and negative 
pole respectively of the cells. I place them on a 
piece of wet litmus paper, I turn on the current, 
and in less than half a minute I remove them and 
show you two marks on the litmus paper, a red 
mark where the positive needle touched the paper, 
and a blue mark where the negative needle 
touched the paper. You may thus use litmus 
paper as a pole tester. The saline matter in the 
paper has been decomposed into its constituents 
of acid and base. In the case of the juices of 
the body it is probable that the main component 
which is decomposed is the chloride of sodium, 
as it is perhaps the most abundant saline sub¬ 
stance present, the acid appearing as hydrochloric' 
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acid at the one pole, the base appearing as caustic 
potash at the other pole. In order to produce 
electrolytic effects, the conductors in contact with 
the tissues must be of bare metal, and it is to 
avoid the production of electrolysis when it is not 
wanted that the electrodes in common use for 
medical applications are covered with a moist 
layer of leather, or sponge, or flannel. You may 
bear in mind that you must never allow bare metal 
to touch a patient’s skin during an electrical appli¬ 
cation unless you wish to produce electrolysis. 
Indeed, a little carelessness in this matter may 
lead to the production of sores where your elec¬ 
trodes touch the skin. You must, therefore, 
always be careful to see that the metal parts of 
your electrodes are properly sheathed, and that 
they nowhere come in contact with the skin of 
your patient, unless you want electrolytic effects. 
The current of the cells must be used for 
electrolysis. 

The other applications of electricity to the 
heating of cauteries, to the illumination of lamps, 
are indirect applications of electricity, and need 
not detain us to-day. 


TREATMENT OF PERICARDITIS. 

Sir William H. Broadbent, Bart. 

Ix the treatment of pericarditis various local appli¬ 
cations, such as ice-bags, leeches, or blisters over 
the praecordial area, have been advocated. Of 
these, ice-bags are the most useful, as they relieve 
pain in acute pericarditis, and, according to Dr. 
Lees, modify the inflammation and limit the dilata¬ 
tion of the heart. Leeches are often of service at 
the outset of pericarditis, and may be followed by 
ice-bags ; blisters are better suited for the later 
and more chronic stages. The administration of 
salicylates, which in the acute articular rheuma¬ 
tism of adults are given with such marked bene¬ 
ficial results, is of doubtful service. • If the pain is 
severe, opium or morphia may be given with 
marked benefit; if stimulants are required, brandy, 
ammonia, and ether, or strychnine, may be given. 
Digitalis, and similar cardiac tonics, should not be 
given during the acute stage. As a general tonic, 
an effervescing mixture, containing quinine and 
bicarbonate of potash, is perhaps as useful as any. 
Nothing, however, in severe cases seems to arrest 
or exert any controlling influence on the course of 


cardiac inflammation in children when once it 
has gained a firm hold. It is, therefore, of the 
first importance that any indications of danger 
threatening the heart should be recognised as 
early as possible, and due precautions taken. If, 
then, a suspicion of rheumatism is aroused by 
complaints of stiffness in the joints or pains in 
the limbs in a child who comes of a rheumatic 
stock, or who has previously suffered from chorea 
or some other rheumatic manifestation, the patient 
should be kept under careful observation, and the 
heart examined every two or three days for some 
weeks. Any exposure to chill should be guarded 
against, and exercise should be limited in amount 
for some time after all apparent symptoms have 
subsided. 

When nodules are present danger to the heart is 
imminent. The child should be kept in bed and 
the heart should be examined, the morning and 
evening temperature taken, and the rate of pulse 
and respiration noted every day, till these ominous 
signals have disappeared. 

If extensive effusion into the pericardial sac 
takes place, its removal by paracentesis may be 
necessary, and it is important that this should not 
be long delayed, as death from syncope is liable to 
occur from embarrassment of the heart by the 
pressure of the fluid. It is, however, frequently a 
difficult matter to determine whether the symptoms 
of cardiac embarrassment and the increase of 
cardiac dulness are due to cardiac dilatation or to 
the presence of effusion, and not infrequently the 
right ventricle has been punctured by mistake. I 
have had under my care two such cases in which 
blood was withdrawn from the right ventricle, but 
no ill results followed. I have, however, known of 
two cases in which death from hemorrhage re¬ 
sulted from a similar procedure where cardiac dila¬ 
tation was mistaken for effusion. 

The above is taken from one of the new chap¬ 
ters added to Sir William Broadbent’s well-known 
work on ‘Heart Disease,’* which has now 
reached its third edition. The full title of the 
book is ‘ Heart Disease: with Special Reference 
to Prognosis and Treatment.’ Any one turning to 
this work for help in difficult cases will find no 
cause to complain of any want of suggestions for 
treatment, and in the matter of prognosis the book 
will be found a most useful reference in cases of 
doubt. In the preface Sir William Broadbent says 
that the chapters on the inflammatory affections of 
the heart are entirely the work of Dr. John Broad¬ 
bent, but Sir William, whilst making the acknow¬ 
ledgment, accepts the responsibility, having care¬ 
fully perused all the new matter. 


* ‘ Heart Disease: with Special Reference to Prognosis 
and Treatment.’ By Sir William H. Broadbent, Bart., 
M.D.Lond., F.R.S., F.R.C.P., LL.D.Edin. and St. An- 
drews. (London : Bailli&re, Tindall, and Cox.) 
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By W. S. CHURCH, M.D., F.R.C.P., 

Physician to the Hospital; President of the Royal College 
of Physicians of London. 


Gentlemen, —R. B—, aged twenty-three, was 
admitted into the hospital on October 13th, and 
the history that she gave was that about a year 
ago, after a cold, she had some pain in the right 
side of the chest and the right shoulder. She 
was laid up for two months, more or less, and was 
seen by a doctor who diagnosed pleurisy. Six 
months before admission to the hospital she had 
attended Brompton Hospital for two months. 
Her cough had left her, and her pain was but 
slight and only felt occasionally. But four weeks 
before admission her pain came on again after a 
cold, and she had some cough, but no expectora¬ 
tion. Two weeks before admission she left her 
place as a domestic servant, because any exertion, 
even such as was employed in ordinary household 
work, brought on pain in her right side and in 
the right shoulder. 

When admitted she was a perfectly healthy- 
looking woman; she did not look as if she was 
out of health at all. But it was obvious on in¬ 
spection of her chest that the right side was 
enlarged. We found on percussion that the right 
side of the chest was quite dull from below the 
level of the nipple to the base, and was also dull 
in the axillary line from the same level down¬ 
wards. It was not absolutely dull behind. There 
was very little breath-sound left. It was quite 
clear she had got something wrong with the 
bottom of the right side of her chest. The ques¬ 
tion lay between a pleuritic effusion, a solid or 
some other form of tumour. The history of the 
case, together with the girl’s extremely healthy 
appearance, led me to suspect, after examination. 
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that she had probably got an hydatid tumour. 
The absence of any apparent depression of the 
liver made me think that it was more probable in 
her case that the tumour was in the pleural cavity, 
that is to say more probably in the lung than in 
the liver. There, however, I made an error in 
diagnosis, as was shown at the time of the 
operation. 

I do not intend to-day to say much about the 
diagnosis of these hydatid tumours. As a matter 
of fact, there is no specific character about them 
by which they can be diagnosed. If they are in 
what one calls a recent condition, that is while 
the echinococcus cysts are still growing, they pre¬ 
sent characters which cannot be separated from 
any other tumour containing fluid. If, on the 
other hand, they have already suppurated before 
they come under observation, they present the 
characters of an abscess. I would warn you once 
for all not to put any trust in that sign which is so 
constantly mentioned in books about “ the hydatid 
fremitus.” As a matter of fact it is not present 
in by far the largest number of these tumours, 
and what is more, the same fremitus is present in 
other cysts which are tensely filled with fluid. 
What I wish to-day is to draw your attention to 
the importance of hydatid disease, the cause of 
it, and the distribution of it over the globe. 

Hydatid disease is of all the diseases which are 
connected with that group of animals which we 
call the Entozoa proper—worms—by far the 
most important, producing greater mortality, 
both in our own species and in the domesticated 
animals, than all other forms of entozoic 
disease put together. As you know—although I 
shall have to allude to it again—the echinococcus 
cyst is a stage in the development of one of the 
small flat worms —tania echinococcus —which in¬ 
habits, in its adult stage, the intestines of dogs, and 
probably of wolves and foxes. But looking at the 
matter from our particular standpoint, it is the 
dog which is the important animal. The dog, 
that faithful companion, has followed or been 
taken by man all over the globe—wherever he 
goes himself; and, therefore, one finds that this 
form of disease is present everywhere, though in 
different proportions in different parts of the 
globe, as I shall afterwards mention. The con¬ 
nection between the dog and man is probably as 
old as the development of man; at all events it 


goes back into pre-historic times, and therefore it 
is only to be expected that the ancients were 
acquainted with hydatid disease, and very greatly 
they were puzzled by it. Hippocrates alludes to 
it, and so do Aretaeus and Galen. Aretaeus is 
extremely puzzled, and asks “ What is it ? ” The 
first person who is credited with suggesting that 
hydatids were due to an immature form of some 
sort of worm is Edward Tyson, who was an uncle 
of one of our own physicians here, and who, as 
you know, was a great anatomist two hundred 
years ago. But on reading his original paper I 
very much doubt whether he makes any allusion 
at all to hydatids; I think he was speaking of 
those other forms of Entozoa which inhabit the 
body, such as cysticerci, the cystic form of the 
Tania solium , and one other, which is very rare in 
man but is common in sheep, namely, the Tania 
canurus. 

I very much doubt if Tyson really had in mind 
true hydatid disease. I think he was considering 
the ordinary cysticercal disease, which is called 
“ measles ” in pork, and which is occasionally 
found in the human subject, and probably was 
much more commonly found in the human sub¬ 
ject two hundred or three hundred years ago than 
now, owing to the greater cleanliness and better 
habits of our people. Hunter, who followed, 
was completely puzzled also by the nature of the 
“ pill box ” hydatid, as he called it. The first 
person to give us any accurate knowledge was 
Von Siebold, as late as the year 1852, who experi¬ 
mentally proved the connection between the 
ecchinococcus cyst and this taenia. Others also 
worked at the subject, among whom one need 
only mention Leuckart and Kiichenmeister. 
From this period we have been fully acquainted 
with the life history of the animal. 

Now, I must just give you very briefly—and I 
can only do it very briefly—the life-history of the 
animal, because it is of importance for many 
reasons that you should know it. One of the 
reasons is that it is not at all an infrequent occur¬ 
rence for you to be asked about it viva voce in 
your examinations. 

I must start somewhere, and therefore will 
commence at the intestine of the dog which the 
adult worm inhabits. It is the smallest of the 
tapeworms with which we are acquainted. The 
whole length of the adult animal in its egg-bearing 
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condition very rarejy exceeds one fifth of an inch; 
sometimes it may be as large as a quarter of an 
inch, but that is about its largest dimensions. A 
point of difference from other tapeworms is that 
there are only two well-marked segments in it, 
the posterior one being the largest and most 
marked, being the section in which the ova are 
being developed; and when these are developed 
the segment breaks off, and the next segment, 
which has been gradually increasing in size, be¬ 
comes the terminal one, and in time becomes filled 
with ova in the same way. Another point in 
which this tapeworm differs from others is, that 
apparently its length of life in the intestine is 
shorter than that of others. The life of the 
common tapeworm is, as you know, often com¬ 
mensurate with that of its host. A man who be¬ 
comes afflicted with tapeworm in early life, unless 
it be got rid of by medicines, will probably con¬ 
tinue to carry that worm to his grave. This 
little tapeworm of which I am speaking appears 
to become fully developed very rapidly from the 
time it gets into the intestine of the dog. It 
becomes fully developed in so short a time as 
about a month, and from experiments it appears 
that it seldom lives longer than about three 
months. That is one good quality about it. I 
pass round a drawing showing this worm greatly 
magnified, the ripe joint, i.c. when full of ova, 
probably bursts as it passes out of the intestine 
of the dog, and the ova become scattered over 
the face of the ground. They may be blown into 
water, or on to the vegetables or the food that 
we eat, or on to our faces and hands; and in that 
way the ova get into our mouths. And having 
got there I must now trace its development. The 
ovum, as soon as it gets into our stomach or intes¬ 
tines, probably the latter, gives birth to a little 
oval-shaped embryo, which is armed with six 
spines which arise from one pole of the embryo 
and are directed backwards, so that we have a 
very good boring instrument which can burrow 
its way forwards, the spines preventing it coming 
back along its old channel. It seems to bore its 
way into the blood-vessels of the intestine, and 
having got into the blood-vessels of the intestine, 
it is carried in the blood-stream of the portal 
circulation. That being so, it has first to pass 
through the capillaries of the liver, which acts as 
a sort of filter, and hence it is that hydatid cysts 


a^e so much more common in the liver, as I shall 
show you presently, than in any other organ or 
part of the body. The little organisms which 
escape the liver pass on through the hepatic vein 
into the circulation again, and get into the right 
side of the heart, and then have to run the gaunt¬ 
let tof another set of capillaries in the lung. And, 
as I shall point out, the lungs are the next 
commonest place in which to find hydatids. If 
they escape through the capillaries of the lung 
they get into the left side of the heart, and then 
they are propelled out through the aorta and 
may be carried thence to any part of the body. 
Thus we find there is no part of the body which 
is wholly exempt from hydatid disease; wherever 
one of these little creatures gets lodged, whether 
in a capillary of the liver or of the lung, it bores 
its way through the wall of the capillary into the 
substance of the organ, and it begins to undergo 
certain very interesting developments. It becomes 
surrounded by irritated tissue, which makes the 
host-cyst, as it is called. The entozoon may now 
grow at a very rapid rate. The echinococcus 
cyst,, even before its true nature was settled, was 
seen to consist of two layers, one layer represent¬ 
ing the ectocyst, and the inside one the endocyst. 
And it is very interesting to observe that this 
ectocyst of the animal contains a substance, if 
not identical very closely allied to chitine, which 
is found in the tissues of insects and the Crus¬ 
tacea. 

Let me now draw your attention to the curious 
mode of growth which takes place from the endo¬ 
cyst. From this endocyst are developed w hat are 
called scolex heads, numberless developed buds 
in this endocyst. At present one does not know 
what determines the difference w'hich we meet 
with in these cysts. Sometimes there is a very 
fine membrane with a number of these heads or 
scolices, which are spoken of as brood cysts; at 
another time these bud out and develop daughter- 
cysts, w’hich break off from the endocyst, and 
you sometimes hear them spoken of, but erro¬ 
neously, as secondary vesicles, but they are better 
termed daughter-cysts. The whole cyst is some¬ 
times packed tightly with these. Occasionally 
you find a cyst which is undoubtedly a hydatid 
cyst, and which can be recognised by the charac¬ 
ter of the endocyst and ectocyst, in which you do 
not find any scolex heads. I am sorry to say that 
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the fluid could not be properly caught at the 
operation, and I cannot say whether there were 
free scolex heads in the present instance or not. 
But there were no daughter vesicles in it, and 
there was not a great number of scolex heads, 
because I had punctured the cyst before it was 
operated upon, and in the fluid which was drawn 
off I did not see any scolex heads. 

That is, very briefly, the way in which these 
cysts grow and develop. Any number of cysts 
may be found, and these daughter vesicles may 
have other daughter vesicles inside them. There¬ 
fore you see that there is an enormous multipli¬ 
cation of the animal in its scolex form, and this 
scolex form is the hydatid which we have in our 
bodies, and which is so commpn in the body of 
other animals. When an animal thus affected is 
caught by a dog and eaten, or when a dog eats 
offal which has been thrown out containing these 
hydatids, these scolex heads develop very rapidly 
in his intestine into the tapeworm. 

Now, in the few minutes left to me, I will say 
a few words about the geographical distribution 
of hydatid disease, because it is very interesting, 
and shows how very closely it depends on the 
character of the country and the character of the 
inhabitants. But before I do that I will give you 
very briefly the statistics of hydatid disease. One 
of the principal writers on this subject was Dr. 
Davis Thomas, of Australia, who has written a 
very exhaustive book on it, Australia being the 
country in which hydatids are most frequently 
found, with the one exception of a country very 
different in its climatic conditions, namely, Ice¬ 
land. He made a collection of nearly two 
thousand cases of hydatids, the actual number 
being 1897. Out of this number he found that 


1084 

were 

in the liver. 

220 

>> 

„ lungs. 

90 

jj 

„ kidney. 

83 

>> 

„ brain. 


I do not think it is worth troubling you about 
the other organs. If we put the abdominal 
organs together, we get 1363 out of 1897 cases 
affecting the abdomen—that is an enormous 
proportion—or 71*851 per cent. The lung cases 
are 14 per cent, of the whole, the brain 5 per 
cent., and a smaller proportion for the other 
organs. 

Now what I have told you of the life-history 


of the echinococcus enables one at once to see 
how this happens. The liver acts as the great 
filter-bed for the blood, and therefore by far the 
largest number are caught in the liver. A good 
many are found in the omentum, and I take it 
that a great number of them have not gone 
through two circulations (the portal circulation 
and that of the lung), but they simply bored their 
way into the mesentery and omentum, and re¬ 
mained and became developed there, without 
being carried about in the blood-stream. 

Now you would like to know, perhaps, what is 
about the proportion of hydatid disease which is 
found in different parts of the world. I am 
afraid I cannot tell you the figures for all the 
world. In England and Wales it is said that one 
patient out of every thousand admitted to the 
hospitals is the subject of hydatid disease. I have 
taken out our own statistics for nearly thirty 
years, and I have found that the proportion was 
1 in 1100 patients; so I think that one per 
thousand is very likely nearly correct. Scotland, 
although I have not the exact figures, curiously 
enough shows a lower proportion of hydatid 
disease, though you would think from the large 
number of sheep dogs there that it w'ould be 
higher than in England. I cannot tell you why 
it is. Now as a contrast to the figures for Eng¬ 
land I will give you those of Australia. In 
Victoria the figures are one case of hydatid 
disease in every 175 cases admitted. In New 
South Wales (which, of course, includes Sydney) 
the proportion is one in every 380 cases. The 
proportion in New Zealand and Tasmania is also 
very high. As regards Iceland, different accounts 
are given by different authorities, but there it is 
said that one case out of every five or six admitted 
to the hospital has echin coccus disease. I do 
not say the patients are admitted for hydatid 
disease, but they are found to have it. 

Next as to the mortality . In England, accord¬ 
ing to the Registrar-General’s returns, the mor¬ 
tality from the disease is one in 12,000. In 
Victoria (Australia) the Registrar-General gives 
2*98 in 1000. New South Wales is stated to 
have a lower mortality. So although hydatid is 
not a very important disease with us, and does 
not cause a high mortality, yet in Australia it 
does cause a gigantic mortality, and in Iceland a 
still greater mortality. 
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I have not much to say about the treatment of 
hydatids. No form of internal treatment is of 
the slightest avail. There was an idea at one 
time that iodide of potassium was of use, but that 
is not the case. I will not go into the treatment 
to-day beyond saying that the only treatment is 
■either by tapping, or, as was done in the case I 
have related to you, by incision and removal. 
The case, which is now in the hospital, and which 
I trust will do well, has had a most severe opera¬ 
tion, because, unfortunately, my diagnosis was 
wrong. The cyst was situated in the liver or on 
the surface of the liver, and had pushed up the 
diaphragm so that it was quite impossible to get 
it out from the abdominal cavity; therefore one 
had to go through the pleural cavity to deal with 
the cyst at all. These are now found by experi¬ 
ence to be the ones which are least suitable for 
what I might call the complete operation of 
removing the cyst. 

As to the facts and symptoms which would 
cause one to decide what operation to perform, I 
must leave that till some other occasion. I would 
say, however, that if I had known—which I could 
not know—that the cyst was a simple one which 
did not contain daughter vesicles, I should have 
contented myself with merely emptying and tap¬ 
ping it, without subjecting the patient to so severe 
an operation. 

I have had some specimens brought for your 
inspection which you might look at with advan¬ 
tage. 

[This patient was successfully operated on by 
Mr. Willett, who was able to remove the entire 
^yst. The operation was a formidable one, and 
for a time she was in a critical condition, but was 
able to leave for the convalescent hospital at 
Swanley about the middle of January. At the 
time she left the hospital the wound had not 
completely closed; there still remained some dis¬ 
charge from it, and a drainage-tube was still kept 
in the wound.] 

H. L. Taylor (‘Pediatrics,’ Jan. 15th, 1900) 
says most authorities state that lateral curvature 
usually develops between the tenth and fourteenth 
years. Dr. Samuel Ketch, however, from a study 
of 229 cases, says that over one half occurred before 
the age of twelve, and 42 in the first seven years. 


A CLINICAL LECTURE 

ON THE 

CLINICAL TYPES OF CARCINOMA 
OF THE STOMACH. 

Delivered at Guy’s Hospital 13th January, 1900, 

BY 

J. H. BRYANT, M.D., 

Assistant Physician and Demonstrator of Morbid Anatomy 
to Guy’s Hospital. 

Gentlemen,— Very little stress is laid in the text¬ 
books on medicine on the variations in the physi- 
! cal signs and symptoms which are dependent, in 
cases of carcinoma of the stomach, upon the 
situation of the growth. I hope, therefore, in 
this lecture to make this point a little clearer, and 
I shall illustrate each type of the disease by speci¬ 
mens selected from the museum and by reports of 
typical cases. That it is an important point to 
determine the actual seat and extent of the disease 
will perhaps be more forcibly brought out when the 
question of surgical interference has to be con¬ 
sidered—the only form of treatment which gives 
any hope of success. 

It is a fairly common disease; about 1*5 per 
cent, of the deaths in hospital practice occur 
from this cause. Next to the uterus it is the 
most frequent seat of carcinoma. Welch * 
analysed 31,482 cases of carcinoma of all organs, 
and found that 21*42 per cent, were cases of 
carcinoma of the stomach, and 29*5 per cent, were 
cases of carcinoma of the uterus. 

Any part of the stomach may be affected, some 
parts, however, much more frequently than others. 

The pylorus is involved in about 61 per cent, 
of the cases, the cardiac end in about 8 per cent., 
other parts of the stomach, namely, lesser or 
greater curvatures, body or fundus, in about 26 
per cent., and the whole of the stomach in about 
5 per cent. I have taken the above figures from 
an analysis of 1300 cases by Welch. 

I have selected four specimens from the 
museum (Figs. 1, 2, 3, and 4) to illustrate the 
four different types of the disease which I shall 
consider in this lecture, namely, 

(a) Carcinoma of the pylorus. 


* Pepper's ‘ System of Medicine.’ 
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(b) Carcinoma of the cardiac end. 

(c) Local carcinoma of the other parts. 

(d) Diffuse carcinoma. 

A cursory glance at these preparations or their 
photographs will at once show what markedly 
different effects the growth has on the stomach in 
these different situations, and a consideration of 
these differences will also give some indication of 
the consequent variability in the physical signs 
and symptoms produced during life. Several of 
the symptoms and signs, such as pain, vomiting, 
wasting, abdominal tumour, etc., may be present 
in all four forms of the disease; but in addition 


the post - mortem examination of the stomach, 
that the carcinoma has been preceded by, and 
has developed from a simple gastric ulcer. A 
family history of malignant disease may be traced 
in about 14 per cent, of the cases. About 75 per 
cent, of the cases occur between the ages of forty- 
five and seventy. The youngest case recorded is 
thirteen. The average age at death is about fifty- 
two. The most important signs are: abdominal 
pain, which occurs in about 90 per cent, of the 
cases, vomiting in about 87 per cent, haemate- 
mesis in about 40 to 50 per cent., anaemia and 
cachexia in nearly all, the presence of an abdcw 



Fig. 1.—Carcinoma of the pylorus. Pyloric obstruction. Dilated stomach. 

[A stomach, the pyloric extremity of which is considerably narrowed by a thick deposit of growth infiltrating its 
walls, and extending from the pylorus three and a half inches into the body of the organ. The rest of the 
viscus is somewhat dilated. Histologically the growth is a cylindrical-celled carcinoma.] 


to their mere presence, important differences in 
degree, time of occurrence, duration, frequency, 
location, etc., can be detected, and help to deter¬ 
mine the actual seat of the growth. Before, 
therefore, discussing each form of the disease 
separately, I shall briefly mention those signs 
which may be common to all. 

Very little is known about the aetiology of this 
disease. Males appear to be a little more liable 
to it than females, the ratio being about five to 
four. In a few cases it may be established, from 
a careful consideration of the clinical history and 


minal tumour in about 80 per cent.; also general 
and progressive weakness, a sensation of heavi¬ 
ness and uneasiness in the epigastrium, nausea, 
flatulence, eructations, heartburn, loss of appetite,, 
depression of spirits, constipation, furred tongue, 
hiccough, melaena, and oedema of the ankles. 

In some cases the symptoms are latent, no signs 
of the disease being produced right up to the time 
of death. In some the gastric symptoms are 
quite insignificant, and the condition may be 
thought to be due to pernicious anaemia, phthisis,, 
etc., whilst in others the symptoms produced by 
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the secondary deposits of carcinoma in other 
organs predominate, and completely overshadow 
the signs produced by the primary disease. 

I will now proceed to describe each form of 
the disease separately, first of all by relating a 
typical case, then by an account of the actual 
changes which take place in the stomach itself, 
and lastly by a description of the physical signs 
and symptoms which are specially characteristic. 

( a ) Carcinoma of the Pylorus. Dilated 
Stomach. 

Case 1.—J. B—, a greengrocer, aet. 58, was 



admitted under my care on January 20th, 
1899, for vomiting. In September, 1898, he 
suffered from “ wind ” after his dinner. Three 
weeks later he noticed that clear fluid ran from 
his mouth, which he thinks came from his 
stomach although he did not feel sick. At first 
it was a very little, but eventually it increased to 
nearly as much as half a pint. The fluid would 
run out of his mouth as he lay on his back in bed. 


There was a slight gastric pain at the same time. 
Three weeks before Christmas he had an attack 
of pain of a very much more severe character. 
It started with a slight pain, which became worse 
and worse, and seemed of a rolling character; 
when it became almost unbearable he vomited. 
The vomit was light brown in character, mixed 
with food, of evil odour and almost half a gallon 
in quantity. A second vomit of smaller dimen¬ 
sions followed in a few hours. The time from the 
first onset of pain to vomiting was about twenty- 
four hours. He had medical advice, was dieted, 
and felt no further pain until Christmas, when he 
had another similar attack. On Tuesday, January 
12th, the pain again came on, and on Friday and 
Saturday he vomited considerably over a gallon. 
He attended my out-patients on the following 
Monday, and a diagnosis of carcinoma of the 
pylorus and dilated stomach was made. Fulness 
in the epigastrium, peristalsis, succussion splash, 
and a rounded tumour above and to the right of 
the umbilicus were the chief physical signs. He 
had lost weight during the last few weeks. On 
February 10th Mr. Dunn performed pylorectomy. 
The stomach was much dilated and full of water, 
which, gushed out in large quantities during each 
inspiration, when the stomach was opened. When 
the peritoneal cavity was opened, respiration 
ceased and the heart stopped beating. Mr. 
Dunn stimulated the heart by squeezing it through 
the diaphragm, when it went on beating again. 
The growth was very extensive. It was hard and 
circumscribed, measuring about two inches in 
length and two inches in diameter. Below, the 
growth was sharply limited by the pyloric ring. 
The pyloric orifice was much stenosed, and 
measured less than half an inch in diameter. The 
mucous surface was somewhat irregular and 
ulcerated. A portion of the mass examined micro¬ 
scopically showed the growth to be a scirrhous 
carcinoma. After being put back to bed he was 
given a port wine enema, and passed a fair night 
under the influence of gr. one sixth of morphia. 
He vomited about an- hour after the operation 
some brownish coloured fluid. A little later he 
vomited again what appeared to be chiefly bile. 
His pulse was 98. He was ordered water enemas 
Oj every six hours, and peptonised milk Jss every 
hour. On March 25th he went out from the 
hospital feeling very well, and having increased 
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three pounds in weight. He was readmitted a 
few months afterwards for a recurrence of the 
growth in the cicatrix in the abdominal wall. It 
was removed. He was then in very fair health. 
On January 13th, 1900, he was feeling in very 
fair health, and had kept his weight. 

The condition of the stomach .—In cases of car¬ 
cinoma of the pylorus, the growth usually infil¬ 
trates the walls of the stomach and causes very 
considerable thickening, with marked stenosis of 


jejunostomv, w r hich prolonged the patient’s life 
for several months, I found at the autopsy that 
the growth extended for a distance of nearly six 
inches from the pyloric ring, and reached up to 
the gastro-jejunostomy opening. The mucous 
surface may present a ragged ulcerated appear¬ 
ance. If stenosis is present dilatation of the 
stomach is generally found also. 

The physical signs will depend a good deal on 
the degree of dilatation. With slight dilatation 


Fig. 2.—Spheroidal-celled carcinoma of the stomach. 

[The cardiac end of a stomach with the lower part of the oesophagus. Surrounding the oesophageal orifice and 
somewhat obstructing it is an irregular mass of growth measuring two by one and a quarter inches. The 
edges of the growth are thick, raised, and everted, while the central part is so deeply ulcerated as in parts to 
expose the serous coat. On the reverse of the specimen the peritoneum is roughened by old adhesions. 
Histologically the growth is a spheroidal-celled carcinoma with much stroma.] 



the pyloric orifice. It is nearly always sharply 
limited by the pyloric ring, but extends a variable 
distance towards the cardiac orifice, along the 
curvatures and the anterior and posterior surfaces. 
In the specimen (shown) from which the photo¬ 
graph is taken it extends for three and a half 
inches, and in the case described it extended for 
two inches. In a case of Dr. Taylor’s, in which 
Mr. Symonds pterformed a successful gastro- 


there may be a local bulging of the abdominal 
wall, chiefly in the lower two thirds and left half 
of the epigastric region. If the dilatation is con¬ 
siderable, the epigastric region may be flattened 
somewhat, and the abdominal distension is usually 
of the left two thirds of the umbilical region, the 
left hypochondriac region, and even the upper 
part of the left lumbar and hypogastric regions. 
The concave outline of the lesser and the convex 
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outline of the greater curvatures may be apparent. 
A well-marked peristaltic wave may be seen pass¬ 
ing from left to right over the prominent area. 
In some cases the outline of the tumour may be 
visible above and to the right of the umbilicus; 
transmitted pulsation may be noticed in the epi¬ 
gastric region and in the tumour. A rounded 
movable tumour, which descends on respiration, 
may be felt above and a little to the right of the 
umbilicus in the epigastric region. The position 



Fig. 2 a .—Position of the tumour in a case of carcinoma 
of the cardiac orifice in which the growth had extended 
along the body of the stomach towards the pylorus. 

of the tumour, however, varies considerably; it 
may be felt in the umbilical region to the left of 
the median line, in the right hypochondriac 
region, and even in the hypogastric region. 

The symptoms .—Vomiting is rarely absent. In 
the earlier stages of the disease, before there is 
marked stenosis, it may occur an hour or more 
after meals. When stenosis is well marked and 
there is dilatation it is less frequent; for example, 
in every twelve or fourteen hours, or even only 
once in two or three days. 


The amount vomited may be several pints. 
The vomit is generally of a dark brown colour 
and frothy in appearance, from fermentation which 
has taken place in the stomach, of a disagreeable 
smell, with a faintly acid reaction; fragments of 
undigested food, mucus, and altered blood may 
be present, and under the microscope, sarcinae, 
blood-discs, muscle-fibres (from the food), and, 
possibly, fragments of cancer may be seen. A 
chemical examination may determine the absence 
of hydrochloric acid and the presence of lactic 
acid. 

Towards the end the vomiting may cease, and 
this may be due to ulceradon and sloughing of 
the growth reopening the pyloric orifice. 

Hamatcmcsis is more frequent in this form of 
the disease than in any other. The blood is 
usually dark in colour. It is rare for a large 
quantity of bright red blood to be vomited. A 
sensation of uneasiness and of something rolling 
about in the abdomen may be felt, and also a feel¬ 
ing of flatulence and eructation of foul-smelling 
flatus may be noticed. 

Vain is generally well marked, and is situated 
chiefly over the tumour. 

In cases in which there is no pyloric obstruc¬ 
tion the symptoms may be very indefinite, and 
not at all characteristic of this form of the 
disease. The local symptoms depend almost en¬ 
tirely on the presence of dilatation of the organ. 
I recently performed a necropsy on a case of car¬ 
cinoma of the pylorus without stenosis, which 
had not been diagnosed at all during life as carci¬ 
noma of the stomach. 

(b) Carcinoma of the Cardiac End of 
the Stomach. 

Case 2. —D. F—, aet. 44, a plate-layer, ad¬ 
mitted 1 st February, 1897, for pain in the epi¬ 
gastrium. For thirty years he had done hard 
manual labour on the railway. Seven years 
before his admission he was laid up with indiges¬ 
tion and pain in the abdomen. This pain was 
constant but was subject to exacerbations after 
meals. He also during this illness sweated 
habitually day and night. The pain was first 
noticed about two hours after taking food. This 
illness lasted about three months and then cleared 
up, but it recurred on and off less severely. Seven 
weeks before admission to the hospital he sud- 
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denly began to lose flesh, and a week after his 
pain recurred, and it was so severe that he had to I 
give up his work. He described the pain, when 
at its worst, as starting in the stomach near the 
pyloric region and extending over as far as the 
middle of the epigastrium, and then running up 
his back. He had never actually vomited, but 
frequently woke up finding his mouth full of 
matter, which seemed to have welled up from his 
stomach; he also noticed small streaks of blood 
in this. He never found blood in his motions. 
On admission he had a wasted and somewhat ! 
cachectic appearance. The tongue was moist 


plained of constant deep-seated pain in his epi¬ 
gastrium and of great weakness. He was very 
anaemic and extremely emaciated; his lips and 
conjunctivae were almost colourless. His tongue 
was pale and furred. His appetite was good. 
His bowels were regular. His abdomen was 
flaccid, and no tumour could be felt. Liver and 
spleen were not enlarged. Red blood - cor¬ 
puscles, 2,600,000 to cm. Haemoglobin, 25 per 
cent. On August nth patient stated that he 
felt well as long as his stomach was empty’; after 
food he felt unwell, the pain being increased. 
Occasionally he also had a feeling of heartburn, 
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Fig. 3. — Local carcinoma of the posterior wall. 

[A stomach the front of which has been removed to show about the middle of its posterior wall a rounded mass 
three inches in diameter at its thickest part, and projecting one inch above the surrounding mucous 
membrane. The edges of the growth are well defined; its surface is ulcerated, and has a gelatinous 
appearance somewhat resembling boiled sago grains. On the reverse of the specimen the growth is seen 
projecting beneath the serous coat, and there is an enlarged gland in the greater omentum. Histologically 
the growth is a cylindrical-celled carcinoma in which many of the cells have undergone colloid degeneration.! 


and not furred ; abdomen retracted. He was dis¬ 
charged on February 10th. The diagnosis made 
was chronic dyspepsia, ? malignant disease. 
After his discharge he gained weight for a time 
and felt better. Six months before admission he 
weighed 10 st. On February 1st he weighed 8 st. 
1 lb. He was readmitted on August 5th, 1897, 
for dyspepsia and abdominal pain ; he weighed 
8 st. 1 lb. Four months previous to admission he 
passed with his motions a large quantity of 
“ matter and corruption,” and this discharge con¬ 
tinued for three days. On admission he com- 


and the oppressive sensation appeared to start 
from his stomach, and it terminated by the vomit¬ 
ing of some tasteless watery fluid. August 12th 
his bowels were opened three times between 4 
and 5 a.nl., ar.d the motions were loose; they 
contained no blood or pus. On August 27th he 
vomited a small amqunt of frothy colourless fluid. 
He had trouble in swallowing his food. He 
gradually got worse, the pain and difficulty in 
swallowing increased, and he died from asthenia 
on October 13th, 1897. At the autopsy a large 
fuugating mass of growth was found, involving 
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the cardiac end of the stomach. It had un¬ 
doubtedly started at the cardiac end of the 
stomach immediately below the diaphragm. . In 
shape it somewhat resembled a mushroom, and 
this shape was due to the sharp limitation of the 
growth by the diaphragm. All round the cardiac 
orifice and below it large fungating and ulcerated 
growth projected into the lumen of the organ. 
The growth had infiltrated for a slight distance 
the oesophageal wall. The growth was soft and 
friable, and appeared to be very vascular; it 



proved on microscopical examination to be a 
columnar-celled medullary carcinoma. I am able 
by the kind permission of Dr. Pye-Smith to relate 
to you another case of this variety. I do so on 
account of the extraordinary history of the onset. 

Case 3.—T. *H—, aet. 57, carpenter, admitted 
under the care of Dr. Pye-Smith June 27th, 
1896, for difficulty in swallowring. He noticed 
the first indication of his complaint about 
the end of March. He went to an eating-house 
and ordered some roast mutton for his dinner. 


The first mouthful did not go down properly, and 
the second made him sick. Since then he had 
not been able to get down any solid food; he also 
had difficulty with liquids, and whenever he swal¬ 
lowed anything he got a severe pain in his 
stomach. During the three months previous to 
his admission he lost 2 st. 6 lbs. in weight. On 
admission the body and limbs were emaciated, 
expression anxious and hungry. As a rule he did 
not vomit after liquids, but always after solids. 
Abdomen retracted. On June 25 th he stated that 
when he attempted to take fluid it felt as though 
it got stuck just below the level of the sterno¬ 
clavicular joint, and that he had to wait for it to 
go down before taking any more. On July 2nd 
he was very restless and could get no sleep until 
ail injection of morphia was given to him. He 
complained of great tenderness in the abdomen 
just below and to the left of the ensiform cartilage. 
He could not drink anything. On July 3rd he 
noticed a pain in the abdomen just below the tip 
of the ensiform cartilage a short time after taking 
his milk. The superficial epigastric vein was 
noticed to be considerably distended, and the 
blood was demonstrated to be flowing in a down¬ 
ward direction. On auscultating his abdomen 
over the cardiac end of the stomach, when he 
swallowed milk, a long-continued gurgling noise 
could be heard for some time after the act of 
swallowing. On July 4* h he was seen by Mr. 
Jacobson, who passed a bougie and diagnosed 
disease of the cardiac end of the oesophagus or 
stomach. On July 7th gastrostomy was per¬ 
formed by Mr. Jacobson. He died of asthenia 
on September 5th. At the autopsy a large mass 
of hard malignant growth was found, which in¬ 
volved the cardiac end of the stomach, and was 
adherent to the under surface of the diaphragm 
and to the left lobe of the liver. The cardiac 
orifice was much stenosed, and would only just 
admit a very small catheter. The growth was 
quite an inch in thickness, was of a yellowish 
white colour, and extremely hard in consistence. 
It projected into the cavity of the stomach from 
its posterior wall, and its surface was extensively 
ulcerated. The oesophagus was not directly in¬ 
volved by the growth, but there was a long secon¬ 
dary deposit commencing about one and a half 
inches above the cardiac orifice, not entirely en¬ 
circling it and not sufficiently thick to cause any 
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oesophageal obstruction. Numerous small nodules 
of growth were found in the peritoneum. The ' 
mesentery was generally infiltrated with growth, j 
and was shortened, thickened, and very tough. 
Histologically, the growth proved to be a sphe- 
roidal-celled carcinoma. I 

The condition of the stomach. —In cases of car¬ 
cinoma of the cardiac orifice, the growth usually 
causes considerable thickening of the walls of the 
stomach in this region, surrounds this orifice, and 
leads to marked obstruction of it. The mucous l 


tumour is rarely felt; if one is felt, it is in the 
upper part of the epigastric region just under the 
left .costal margin, and may only be detected when 
the patient takes a deep inspiration. There is no 
peristalsis; no succussion splash. 

The symptoms are practically those of oeso¬ 
phageal obstruction, the most important symptom 
being dysphagia. 

The vomiting occurs directly after taking food. 
If the stenosis of the orifice is marked, the food 
does not enter the stomach at all, and it is simply 



Fig. 4.—Diffuse carcinoma. 

[A stomach measuring seven inches along its greater curvature and two inches transversely at its widest part. 
Its walls are three eighths of an inch thick, and on section show a white deposit in the submucous tissue. 
The mucous membrane is smooth and free from ulceration. The omenta are puckered, and contain 
secondary deposits in their lymphatic glands. The portion of colon adherent near the pylorus is con¬ 
siderably narrowed. Histologically all the coats of the organ are seen to be infiltrated by spheroidal-celled 
carcinoma.] 


surface is usually ulcerated. The growth is not, 
as a rule, limited by the diaphragm, but extends 
upwards and involves the lower end of the oeso¬ 
phagus by direct extension. It also extends a 
variable distance along the curvatures and the an¬ 
terior and posterior surfaces of the stomach. 
The stomach itself is usually small and atro¬ 
phied, and the oesophagus hypertrophied and 
dilated. 

The physical signs. —The abdomen is usually 
much retracted as in oesophageal obstruction. A 


regurgitated rather than vomited, and in the later 
stages of the disease even water is returned in 
this manner. 

The vomit is small in amount, and consists 
chiefly of unaltered food mixed with mucus. 

Hatnatemesis is much less frequent in this form 
of the disease, and is usually slight, consisting 
chiefly of small streaks of blood. 

Fain is a fairly constant symptom, and is 
usually referred to the point of the xiphoid and 
the corresponding part of the back. 
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The emaciation is much more rapid and more 
marked In this form of the disease than in any of 
the others. 

It can only be distinguished from oesophageal 
obstruction by passing a bougie, and finding how 
far down the obstruction is. The cardiac end of 
the stomach is distant about seventeen inches 
from the teeth. 

It is much more rapidly fatal than any of the 
other varieties. 

(c) Local Carcinoma. 

Case 4.—Male, aet. 50, admitted under Dr. 





Fig. 4 a .—Diffuse carcinoma. 


Wilks for abdominal pain. Four months previous 
to admission he felt a pain in his left side gra¬ 
dually coming on. It was situated about two 
inches above the level of the anterior superior 
iliac spine on that side. As the pain got worse 
he went to the Kingston Infirmary, and stayed 
there seven weeks. On admission he was badly 
nourished, and had lost a good deal of flesh 
during the last three months. His face was thin 


and his cheeks were sunken. There was no 
nausea. He was constipated. The left inguinal 
glands were a little enlarged. He complained of 
continuous abdominal pain. Later on his appe¬ 
tite was very bad, and it was with great difficulty 
that he could eat anything at all. He said he 
felt that he was gradually wasting, and he cer¬ 
tainly appeared to have got much thinner. He 
had a very cachectic appearance. Dr. Wilks sug¬ 
gested that he was suffering from scirrhous car¬ 
cinoma of the pylorus. September 26th, oedema 
of the left leg was noticed. October 10th, thinner 
and more anaemic. A little later a hard mass, 
which extended forwards towards the middle line, 
was felt, situated in the left lumbar region. 

The condition of the stomach. —Carcinoma may 
affect the greater or lesser curvatures, the anterior 
or posterior surfaces of the body and fundus. It 
may vary considerably in size and extent, from a 
small malignant ulcer, which may be difficult 
macroscopically to distinguish from a simple ulcer, 
to a large thick nodule of growth, as depicted in 
the accompanying photograph. The size of the 
stomach is not altered, as there is no mechanical 
obstruction to the entry or exit of food. 

The physical signs are not constant. 

The abdomen may present a normal appear¬ 
ance, there being no retraction, no distension, 
and no peristalsis. A tumour may or may not be 
felt, this depending entirely on its size, thickness, 
and position. 

The symptoms are not all characteristic. There 
may be none. Vomiting may be present or 
absent; if present, it has no particular relation to 
food. Pain is the most constant sign, and its 
position is, as a rule, dependent on the position of 
the lesion. 

'Emaciation is another of the more constant 
signs, but it is less marked and less rapid than it 
is in the other forms, and this form of the disease 
usually runs a much longer course than any of 
the other varieties. 

Hcematemesis is much less frequent. 

I have quite recently heard of a case of this 
kind, which terminated fatally with signs of a 
severe internal haemorrhage. A necropsy was 
performed, and a small carcinomatous ulcer of the 
body of the stomach was found, which had per¬ 
forated into the peritoneal cavity, and opened up 
a fairly large gastric artery, which had poured out 
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a great quantity of blood into the peritoneal 
cavity. The extreme rarity of such an occurrence 
has made me mention it to you. 

(d) Diffuse Carcinoma of the Stomach. 

Case 5.—Male, aet. 77, a surveyor. He first 
came under Dr. Starling’s * notice in the summer 
of 1887. Until the beginning of that year his 
health had been good. He then complained of 
indigestion, thirst, loss of appetite, wasting, con¬ 
stipation, and attacks of vertigo. Every meal 
caused more or less discomfort at the epigastrium, 
but solids gave rise to actual pain, which was fre¬ 
quently followed by and eased by vomiting. 
Vomiting usually occurred two or three hours 
after a meal, and consisted of mucus and semi- 
digested food. There was no haematemesis. 
When seen he was emaciated, and his skin was 
dry and shrivelled. There was no evidence of 
dilatation of the stomach. Something hard and 
immovable could be felt in the epigastric region. 
The motions were hard and lumpy, light in 
colour, and caused pain when they were passed. 
Under dieting and medicine he improved, and 
was not seen again until January, 1888. He was 
then much thinner and weaker, and could keep 
nothing on his stomach. Whatever he took was 
returned w'ithin half an hour. There was, in addi¬ 
tion to the vomiting, a constant hawking up of 
viscid tenacious mucus, which was so thick that 
when lying down at night it almost choked him. 
The tumour was more distinct; it was sausage- 
shaped, and lay across the spine in the region of 
the pancreas. He was fed regularly by nutrient 
enemata. An oesophageal bougie passed readily 
for eighteen inches from the teeth, but was then 
arrested. The tube of a stomach pump was also 
passed with the same result at first, but a little 
steady pressure caused it to pass further on. 
Twelve ounces of water were injected into the 
stomach with the intention of washing it out, but 
none returned. He was fed after this for a few 
times by the tube, but, as he strongly objected to 
it, this method was soon discontinued. He died 
on January 18th, 1888. At the autopsy only a 
partial examination was allowed. The stomach 
could not be found until the abdomen was fully 
opened, when it was discovered lying on the spine, 
small, hard, and fixed, and resembling an india- 

* ‘Guy’s Hospital Gazette,’ 1889, p. 77. 


rubber bottle in appearance. The cardiac orifice 
was tightly contracted, and some force was re¬ 
quired to insert the little finger. The pylorus w T as 
quite free. The capacity was two ounces. 

Case 6.—Female, aet. 57, seen August 28th, 
1897, in consultation with Dr. Stevens, of New¬ 
ington Green, suffering from ; wasting, vomit¬ 
ing, and pain in the abdomen. She had been ill 
for several weeks. The vomiting had never been 
of large quantities, and it had occurred sometimes 
two or three times in one day. The pain had 
been more or less continuous. There had been 
no haematemesis. She was anaemic. An examina¬ 
tion of the abdomen revealed a decided promin¬ 
ence in the upper and left side of the epigastric 
region, which could be seen to move slightly on 
respiration. It felt hard and smooth on the 
surface, and had rounded edges. It was about 
four inches by two inches. Its upper border 
could be distinctly palpated, and there was no 
connection with the liver, which was not enlarged. 
It was tender, and was dull to light percussion. 
A diagnosis of carcinoma of the stomach was 
made. In September she got so much better 
that doubt was thrown on the diagnosis of carci¬ 
noma. She, however, died just before Christmas. 
There was no autopsy. 

The condition of the stomach .—In diffuse carci¬ 
noma the whole of the stomach is involved, the 
walls are much thickened, and are very hard and 
firm. The mucous membrane is usually not 
ulcerated. The stomach is much smaller than 
normal, and its capacity enormously diminished, 
c. g. the capacity of the stomach shown in the 
photograph is only two ounces. In health a 
stomach is capable of holding quite three pints 
of liquid. 

Physical signs .—The abdomen is not distended. 
A tumour may be seen in the upper and middle 
part of the epigastric region on either side of the 
median line, but chiefly to the left of it Pulsa¬ 
tion may be noticed in it on account of its posi¬ 
tion in front of the aorta. Peristalsis and succus- 
sion splash are not present. The tumour may be 
hard, well defined, and may move dow*nw T ards on 
inspiration. A dull note may be elicited on light 
percussion. 

The symptoms .—Vomiting is the most impor¬ 
tant symptom; it is usually frequent and fairly 
soon after the ingestion of food, c. g. in one of the 
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cases half an hour after food. The vomit is 
usually small in amount, does not undergo fer¬ 
mentative changes, and consists of mucus and 
semi-digested food. Pain is generally always pre¬ 
sent, but may be increased by the ingestion of 
food. 

Haematemesis and flatulence are usually absent; 
the former condition was absent in both the cases 
mentioned. Emaciation is not so rapid as in 
cases in which the orifices are obstructed. In 
Dr. Starling’s case a marked symptom was the 
constant hawking up of viscid, tenacious, thick 
mucus. 

Treatment .—I shall briefly discuss the surgical 
treatment only, as I consider it the bounden duty 


before the growth has extended far towards the 
cardiac end, before adhesions have taken place to 
adjacent structures, and before secondary deposits 
have occurred in these organs. The operation 
which gives the greatest hope of cure or pro¬ 
longation of life is pylorectomy; should the 
growth be too extensive for removal, a gastro- 
duodenostomy or gastro-jejunostomy should be 
undertaken. Either of these operations, success¬ 
fully performed, will undoubtedly prolong the 
patient’s life for many months. 

Two cases of successful removal of the stomach 
for carcinoma have been reported. The first 
operation of this nature was performed by Schlat¬ 
ter on September 7th, 1897, and the case is re- 


SUMMARY SHOWING THE CHIEF CHARACTERISTICS OF EACH FORM OF THE DISEASE. 


Carcinoma of the Pylorus. 

Carcinoma of the Cardiac 
end. 

Local Carcinoma. 

Diffuse Carcinoma 

Stenosis of the pyloric 
orifice 

Stenosis of the cardiac 
orifice 

No stenosis of the orifices 

General contraction and 
thickening of thestomach 

Stomach large and dilated 

Stomachsmalland possibly 
atrophied 

Stomach unaltered in size 

Stomach much smaller 

Abdominal tumour 

Abdominal tumour very 
rare 

An abdominal tumour may 
or may not be present 

Abdomen may be a little 
retracted. 

Peristalsis 

No peristalsis 

No peristalsis 

No peristalsis 

Succussion splash 

No succussion splash 

No succussion splash 

No succussion splash 

Vomiting of large amounts 

Vomiting, or rather re¬ 
gurgitation, of small 
amounts 

Vomiting not constant 

Vomiting of small amounts 

Vomiting every two or 
three days 

Vomiting after each meal 

Vomiting at no particular 
time 

Vomiting about half an 
hour after food 

Vomit fermented and con¬ 

Vomit consists of food and j 

Vomit of ordinary appear¬ 

Vomit consists of semi- 

taining sarcinae, etc. HC 1 
absent 

mucus 1 

ance 

! ] 

digested food and mucus 

Haematemesis very com¬ 
mon and may be profuse 

Haematemesis rare and 
slight 

j Haematemesis variable 

Ha;matemesis nearly al¬ 
ways absent 

No dysphagia 

Dysphagia 

j No dysphagia 1 

No dysphagia 


of the physician as soon as he makes a diagnosis, 
especially of the pyloric variety, to at once call 
in a surgeon in order to consider the advisability 
of operation. The determination of the exact 
position and extent of the growth has an impor¬ 
tant bearing on the surgical treatment of this 
disease. The most favourable form for operation 
is the pyloric, which also is by far the commonest. 
By medicinal treatment there can be no hope for 
a cure. An early diagnosis is most important, 
and as soon as the nature and position of the 
growth is determined, the question of surgical 
interference should be at once considered. No 
good can be expected by temporising. For suc¬ 
cess, it is of the greatest importance to operate 


ported in the ‘Lancet’ of November 19th, 1898. 
A second case of this operation, which was also 
successful, is published in the ‘ Boston Medical 
and Surgical Journal ’ by Brigham. 

These successful operations open up a wider 
field for surgical treatment, for in cases in which 
the growth is too advanced for pylorectomy, the 
advisability of total extirpation may in the future 
be considered. 

Carcinoma of the cardiac end does not lend 
itself much to surgical interference, chiefly on 
account of the oesophagus being so frequently in¬ 
vaded by the growth as well. Complete removal 
is out of the question. Temporary relief and 
prolongation of life for a short time may be 
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obtained by gastrostomy, but this operation should 
only be performed when marked dysphagia is 
present. Local carcinoma of the body of the 
stomach is an unfavourable form for surgical in¬ 
terference, so also is diffuse carcinoma. Neither 
gives rise to pyloric obstruction, so that gastro¬ 
jejunostomy or gastro-duodenostomy is not re¬ 
quired. Removal of the growth if small, or total 
extirpation might be considered. 


CHAPTERS FROM THE TEACHING 
OF DR. G. V. POORE. 

No. XXX. 

Gentlemen, —Part of the question of identity 
is the question of sex, which usually presents 
no difficulties at all. Sex may be of importance 
to settle identity; and it may be of importance 
with regard to the disposition of property. You 
know that entailed property usually goes, in this 
country, in the male line. A man, we will sup¬ 
pose, is possessed of an entailed estate, and he 
marries and has a daughter. His wife dies and 
he is left a widower. He marries again, and has 
an only child (a daughter) by his second wife. 
In the event of his death the property would be 
divided between his daughters, who are half- 
sisters. But if a second child (a male) has been 
born to either wife, and the second child lives 
half a minute, then the entailed property goes to 
the sister of this ephemeral boy as the heir of her 
brother. That is known as possessio fratris. I 
bring that forward to show you that supposing a 
child is born alive, it is important to determine 
what its sex is. Sometimes a child is bom with 
hypospadias, or something of that kind, and then 
it is not so easy to say what the sex is. Never¬ 
theless in a court of law the sex of a bom child 
may be a matter of very great importance. There 
is no indication of sex in a foetus before the third 
month, and up to the seventh month the question 
is difficult very often, because of the resemblance 
of the penis to the clitoris. At the eighth month 
the testicles descend to the ring, and on the ninth 
to the scrotum. Of course at and after birth the 
sex can usually be decided by inspection of the 
genital organs. But there are malformed beings, 
so-called hermaphrodites, in which there is union 
of the organs of the male and of the female. I 
may say a true hermaphrodite has never existed,— 
that is to say a being who has been capable of 
exercising the functions of both the male and the 
female; but there have been cases in which both 
organs have been present. Of course, the 
analogue of the penis is the clitoris, of the 
scrotum the labia, of the testicles the ovaries, and 
of the prostate the uterus. By examination and 


by using your knowledge and common sense, you 
can generally determine in the case of an herma¬ 
phrodite which sex predominates. 

With regard to the sex of the dead, of course 
if the genital organs remain the sex is not difficult 
to determine. The best guide to sex in the 
skeleton is the pelvis. There is a diagram on the 
screen which will show you the distinctions of the 
male from the female pelvis, distinctions with 
which you are doubtless perfectly familiar. The 
symphysis pubis is deep in the male, and the 
pelvic opening relatively narrow. The average 
measurements are of importance; the transverse 
measurement is 5J inches against 4!; antero¬ 
posterior 4J against 4 inches; and the oblique 
measurement 5 against 4J. These diagrams, side 
by side, are such as you could not mistake; but 
it is a very different thing when you have nothing 
to compare it with,—that is to say when you 
have got only one pelvis. You may get a pelvis 
which does not show the characteristics of one 
sex nor of the other. 

There is another question which also has to be 
considered, and likewise sometimes goes into 
courts of law, and that is impotence and sterility. 
Dissolution of marriage may be sought on the 
grounds of impotence. One may say, first of all, 
that you cannot get a dissolution of marriage on 
the grounds of sterility; the only thing which the 
law will recognise is ability to copulate; and 
if there is ability to copulate the law very 
rightly does not trouble about sterility, be¬ 
cause that is a question which cannot always be 
decided. With regard to sterility and impotence, 
you must remember that subjective evidence is of 
no good at all. If a man comes to you and says 
that he is impotent; or if he comes to you, on 
the other hand, and declares that he is very far 
from impotent, you have to form your own con¬ 
clusions, because there is nothing concerning 
which the whole world tells such deliberate 
lies as the sexual functions. It is very im¬ 
portant for you as medical jurists to remember 
that, and if you are asked to examine a man and 
to say whether he is impotent or not, all you can 
say is that supposing the sexual organs are pro¬ 
perly formed (if you find a decently formed penis 
and decently formed testicles) you see no reason 
why he should not be able to copulate. Remem¬ 
ber very carefully that you have to put it in the 
negative form. There are many conditions which, 
apart from the condition of the sexual organs, 
may make a man unfit to use them. 

Another point with regard to marriage is age. 
The law recognises no limit of age in the pro¬ 
creating power of a male. Of course, males differ 
enormously in this respect, as well as in other 
respects. A notable case is that of Sir Steven 
Fox, who married at the age of 85 and had a 
child. 
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WITH DR. HALE WHITE IN THE 
WARDS OF GUY’S HOSPITAL. 


The Prognosis in Pericarditis. 


This man, aged eighteen, has had severe pericar¬ 
ditis complicating acute pneumonia, and now the 
pericardium is becoming adherent The great 
thing at this stage in such cases is to try 
and estimate the prognosis, for the treatment is 
closely locked with this. It does not neces¬ 
sarily follow that because a man has an adherent 
pericardium that it is bad for him. That is the 
first proposition. Well, then, to what points shall 
we direct our attention in order to find out what 
prognosis we ought to give ? The man will want 
a prognosis whether he will get, from his acute 
pericarditis, any impairment of the action of the 
heart. The great thing is to make out whether 
the heart is dilated during the attack. He was 
likely not to be permanently affected in propor¬ 
tion as the muscle of the heart was not damaged 
and the pericardium itself was not much affected. 
If you get a pericardium all soddened with inflam¬ 
matory products the heart will easily distend it. 
If the inflammation of the pericardium does not 
extend very far into it, the heart is not so likely to 
get dilated, for then probably the muscular sub¬ 
stance of the heart is but little affected by the 
superficial myocarditis which is associated with 
pericarditis. If, during his illness, the cardiac 
apex moved far outwards or the heart dulness in¬ 
creased considerably, showing that the pericardial 
sac was stretched by a dilated heart, those two 
reasons would have made us cautious in giving a 
favourable prognosis. So the prognosis depends 
chiefly on these two things,—the state of the heart, 
and the state of the pericardium. That is why we 
have always been so anxious to know the extent of 
the cardiac dulness and the position of the apex. 
We say that as the case is now the prognosis is 
good, for the cardiac dulness has hardly increased 
and the apex is almost in the normal position. 
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iie needs rest, and therefore we shall keep him 
in bed much longer than we should otherwise have 
done if his pneumonia had not been complicated 
with pericarditis. He has probably got a little myo¬ 
carditis, and so when he goes out we shall give 
him directions to lead a quiet and easy existence 
for a long while; any strong and severe muscular 
exercise that brings severe pressure upon the 
heart will be extremely bad for him. Which 
forms of pericarditis are the worst? Undoubtedly 
those of Bright’s disease, because the subject of 
Bright’s disease generally has bad tissues. To 
sum up, the prognosis of pericarditis, if adhe¬ 
sions are going to occur, depends upon (i) whether 
they take place when the heart is of normal size, 
in which case no evil results may follow; or when 
it is dilated, in which case the patient will ulti¬ 
mately probably suffer from all the severe back¬ 
ward effects of venous stasis; (2) whether much 
strain is thrown on the heart while its superficial 
layer of muscle and the pericardium are still 
weakened by inflammation ; (3) whether adhesions 
prevent its growth, as in children. 

Malignant Mediastinitis. 

Here is a man with enlarged veins on the front 
of his chest, and through those veins it will be 
noticed that the blood flows from above down¬ 
wards. Where is the block ? There is a blockage 
to the return of the blood in the upper part of 
the body to the heart; therefore the superior vena 
cava is blocked. Well, how is the blood passing 
down to the heart ? It gets as far as the innomi¬ 
nate veins, and then through the internal mam¬ 
mary to the epigastric veins, and from the 
epigastric veins into the iliac veins, and so on. 
It also comes down from the superior intercostal 
vein. So that the blood is flowing from the head 
and neck, and up again through the inferior cava, 
because the superior cava is blocked. What 
other symptoms pointing to this state of affairs 
does the patient present ? He has got oedema of 
the face and neck, and you can see by the atro¬ 
phic lines on the shoulder that he has had a good 
deal of oedema there, and when he came in the 
oedema of the arms was considerable. We have 
to go over in our minds the causes of this. He 
has dulness on the right side of the chest, both 
back and front, extending a long way up, and he 
has deficient entry of air on this side. On the 


other side the chest is nearly normal. What 
causes can produce all this dulness and pressure 
on the superior vena cava ? Malignant mediastinal 
growth spreading along the pleura could do it. 
Tuberculous glands in the mediastinum—tuber¬ 
cular mediastinitis, as it is called—with thickened 
pleura could also do it. The other causes would 
be non-tubercular and non-malignant mediastinitis, 
for to explain this pressure on the superior 
vena cava and this dulness all over the chest, 
we have clearly got to think of some form 
of chronic mediastinitis which has spread along 
the pleura. The fact that there is no evi¬ 
dence that the pericardium is adherent makes 
it rather more probable that the trouble is 
either tubercular or malignant, and in passing, let 
me direct your attention to the fact that this 
patient has a basic systolic murmur, probably 
due to the pressure upon the aorta, of the 
growth which constitutes the mediastinitis. We 
have come to the conclusion that his medias¬ 
tinitis is malignant for the following reasons: — 
He has lost flesh considerably. He has haemo¬ 
ptysis, which is very considerable evidence of 
malignant disease, and he has no evidence 
of tubercular disease elsewhere. But a dia¬ 
gnosis is worth nothing unless you can pic¬ 
ture the condition to yourselves. We picture a 
sarcoma starting in the glands of the mediastinum, 
and in doing so pressing on the superior vena cava 
and on the aorta, running along the pleura and 
causing all this dulness, and infiltrating the lung. 
That will explain his haemoptysis. Malignant cases 
such as this often have fluid in the chest, and that 
fluid is blood-stained. If that fluid was present 
in sufficient quantity to be suffocating him we 
should aspirate, but not unless. The reason for not 
aspirating unless absolutely necessary is that when 
you aspirate there is a negative pressure in the 
chest, and under these circumstances one of the 
vessels of the new growth might bleed into the 
chest cavity, and as fast as the blood was drawn 
out of the chest it would be coming out of the 
growth, and the patient might thus bleed to death. 
This I have seen happen. 


Empyema with Acute Bright's Disease. 


This boy, aged seventeen, has acute Bright's 
disease, and he has a complication in the form of 
an empyema on the right side. That is a 
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very serious complication indeed in acute 
Bright’s disease. If his kidney is in the con¬ 
dition we fear it is, what might happen ? 
Indeed, what did happen to him the other 
day? He had uraemic convulsions. Then, in 
a boy like this with acute Bright’s disease, 
it will be a difficult matter for that em¬ 
pyema to heal up. If it does not heal up and 
it is constantly discharging pus, what is likely to 
happen? He will very likely get lardaceous dis¬ 
ease, and then we shall be worse off than ever. 
The other possibility which passes through our 
minds is that he might have cerebral abscess, be¬ 
cause we know cerebral abscesses are particularly 
found in association with empyemata of the 
pleura. Supposing pus also forms on the left 
side of the chest, as probably it will, for we 
know there is fluid in it, should we open it? Do 
you think he would get well if we did? You 
might reasonably expect that if you cut into both 
pleural cavities the patient would die. It is a 
strange thing, but as a matter of fact in clinical 
medicine there are successful cases on record of 
even simultaneous operation for double empye¬ 
mata I suppose the adhesions prevent the lung 
from falling in quite. I ask you to notice the 
extreme pallor of this patient; that great degree 
is a symptom of acute nephritis, and is produced 
quite apart from any loss of blood. 

Parotitis with Abdominal Malignant Disease. 

This patient is a man aged seventy. He has 
got some swelling and inflammation of the parotid 
glands. The point for you to remember is that 
it is a well-known fact that swellings of the paro¬ 
tid glands—one or both—are by no means uncom¬ 
mon as a secondary complication of all sorts of 
abdominal conditions—appendicitis, typhoid fever, 
tubercular peritonitis; and in this case it is secon¬ 
dary to malignant peritonitis. I think there is 
not the slightest doubt that the mischief is 
produced by some micro-organism in the gland. 
Mr. Stephen Paget collected over a hundred cases 
which will interest you if you care to look up the 
subject. He found that it might occur after 
operations on the uterus or ovaries, after delivery 
or after menstrual irregularities; also after colo- 
tomy, appendicitis, abdominal cancer, and, in 
fact, any abdominal derangement, even giving 
an enema. You should remember that it does 


occur, or its appearance may unduly alarm 
you. Of course if the swelling suppurates 
and breaks down, it adds to the gravity of 
the case. Many of you have asked me whether 
the parotitis is due to the fact that some micro¬ 
organism from the mouth gets up the duct 
into the gland. It may be so, but an objection 
to the view that the state of the mouth has any¬ 
thing to do with the condition is found in the 
fact that in a hospital like this, in a poor neigh¬ 
bourhood, we get some most filthy mouths, but I 
have never seen one complicated by parotitis; and 
these cases of filthy mouth get well with a mouth 
wash without any subsequent development of 
parotitis. The great thing to remember is that 
parotitis is a well-known complication of abdo¬ 
minal trouble of all sorts, and that it is likely to 
suppurate. In a case like this it will probably, to 
some extent, accelerate the patient’s end. As the 
man is obviously dying from his malignant disease, 
it will not be advisable to incise the parotid swell¬ 
ing unless it is absolutely necessary. We will try 
to get a culture from the gland after death, and 
endeavour to find out what is the micro-organism 
in this case. The primary malignant mischief in 
this case is possibly in the pancreas, and the peri¬ 
toneum may probably be invaded also. 


Cancer of the Pancreas 


is commoner in men than it is in women. What sym¬ 
ptoms might this man have which would prove it 
to be pancreatic? The commonest signs of pan¬ 
creatic growth are pain, vomiting, and wasting. 
Jaundice occurs in rather under half the cases, 
and in a few a distended gall-bladder may be felt. 
Stools in which there is a lot of fat like melted 
tallow are very characteristic, but are rarely seen. 
This patient has not got glycosuria. That fact 
does not by any means prove that the trouble is 
not pancreatic, because the whole of the pancreas 
would not necessarily be involved. It is quite 
exceptional to get glycosuria with pancreatic 
malignant disease. I looked through thirty con¬ 
secutive cases of pancreatic malignant disease, 
and only one or two of them had glycosuria. What 
do you find the pancreas looks like if it is the 
cause of diabetes ? It is very much shrunken ; 
it is a small, atrophic, wasted pancreas. As a 
rule, calculi and cysts of the pancreas do not 
cause glycosuria, because not enough of the organ 
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is destroyed, but exceptionally glycosuria may be 
associated with them. 

Typhoid Fever. 

This case is one of relapsing typhoid. We are 
now three and a half weeks from the end of the 
relapse, and yet his temperature is in the most 
irregular way jumping up from day to day. You 
will agree that we have looked carefully for any 
periostitis or thrombosis to cause it, but we have 
never found them, and we have not found any 
complication nor any sign of relapse to account 
for the erratic temperature. If you saw this man 
walk now he would be very ataxic; indeed, he 
could not stand by himself, but would want sup¬ 
port, and in very rare cases, towards the end of a 
very long fever like this, you do occasionally find 
that as the patient is so weak and ataxic on his 
legs, so the temperature may be unsteady. The 
reason I have not mentioned this to you before 
when talking about this case is that it is a bad 
mistake to say a patient needs to get up 
and about when he has really a relapse of 
his typhoid fever. Here we have waited weeks 
before even discussing the question, and we 
may perhaps, as the man says he feels quite 
well, try whether getting him up for half 
an hour this evening does anything to steady his 
temperature. Here, as there are plenty of people 
to look after him, it can do no harm; but in these 
cases you must proceed thus only after great 
thought, and with the greatest caution, for you 
cannot be too much on the alert in looking out 
for a relapse. 


Aneurysm . 

This man has an aneurysm. The point to re¬ 
member about him is this: whenever in the chest 
you have any sign for which you cannot find a defi¬ 
nite cause, and which persists, then it may be due 
to aneurysm. I think that is a very good rule for 
guiding you. This man illustrates it. He has a 
deficient entry of air on the right side, and we 
cannot find anything to explain it, and I think it 
is justifiable to set it down to aneurysm, or to 
think very strongly of it Or if he got bronchitis 
and you could not find any cause for it, and it did 
not get well under appropriate treatment, it would 
be pardonable to think of aneurysm as the cause. 
If he had come to you with dysphagia or paralysis 


of his left vocal cord, it would be pardonable to 
think of aneurysm as a cause. There are many 
more aneurysms overlooked than ought to be, 
because beginners want so many symptoms before 
they will diagnose aneurysm. Now, apart from 
this man’s cough, I should have very little doubt 
about his case, although cough is also a symptom 
which should make you think of aneurysm; but 
as you find on examination of this man that there 
is a very deficient entry of air on the right side, 
and the cough from which he suffers is brassy, the 
cough goes a long way to confirm the diagnosis 
of aneurysm. Still, you should remember that 
there is no doubt whatever that you may hear a 
brassy cough without any aneurysm at all. For 
instance, I have heard it with malignant disease 
of the pericardium. Where is this aneurysm ? It 
is in the beginning of the second part of the arch 
of the aorta, and hence the pressure symptoms 
are so few. Aneurysm of the first part of the 
aortic arch is nearly always diagnosed as aortic 
disease, and the diagnosis of aneurysm of the first 
part of the arch is very difficult. 


Pseudo-bulbar Paralvsts. 

This elderly female patient is a case of pseudo¬ 
bulbar paralysis, but in a mild degree. She is 
weak in the right arm and right leg, as the result 
of an old lesion in the left internal capsule four 
years ago. Yesterday we found she had probably 
got another lesion in the other internal capsule, 
in consequence of which she comes in here with 
paralysis of the left arm and leg. Therefore now 
you see she has got both arms and both legs more 
or less paralysed. In such a case, if you did not 
know the history, you might say that the cause of 
the paralysis was a single lesion in the pons, as 
the face is affected; or if it were not, the lesion 
might be lower down than the pons, but at any 
rate somewhere where the right and left motor 
paths for the limbs are close together. But 
really in this case there is paralysis of both 
sides of the body, due to a lesion in each 
internal capsule, so that 4 the case simulates 
bulbar paralysis, though the lesion is really 
much above the bulb. Thus it is an ex¬ 
cellent instance of what is called pseudo-bulbar 
paralysis. In severe cases we should have the 
face affected on both sides. If we could not get any 
history of her case, we should still have to work 
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out the problem to try and discover whether the 
case was one of pseudo-bulbar paralysis. How 
should we settle it if we could not get any his¬ 
tory? We could settle it without a history. If 
the lesion in the left brain had occurred some 
time ago, with consequent paralysis on the right 
side, by now there would have been descending 
degeneration in the right pyramidal tract, we 
should have the right leg spastic with a clonus, 
and knee-jerk exaggerated, and that would enable 
us to say that the lesion on the left side of brain 
was of some standing. Then, too, we should gain 
much help by observing whether the facial para¬ 
lysis was supra-nuclear or infra-nuclear; for if 
infra-nuclear, obviously the lesion must be in the 
pons. I think that these are the chief points to 
which to direct attention in the absence of a his¬ 
tory. I have seen cases very difficult to diagnose, 
and they are always more difficult to diagnose if, 
as sometimes happens, the lesions occur within a 
month of one another. Again let me insist on 
the importance of trying to make out absolutely, 
once and for all, whether the facial paralysis is, 
as I was telling you in the lecture yesterday, supra¬ 
nuclear or infra-nuclear. If the facial paralysis 
is supra-nuclear on one side and infra-nuclear on 
the other side, that of course suggests that one 
lesion is in the pons, the other above it. 

Gall-stones. 

The next case is one of a woman who has been 
operated upon for gall-stones. You will remem¬ 
ber that this woman was in the hospital three 
months ago. She had had jaundice, and when she 
came in she had paroxysms of pain with vomiting, 
rigors, high temperature, and an enlarged liver, 
and the question before us was to decide what 
causes can produce these symptoms in a woman 
who has gall-stones, for we knew that she had had 
gall-stones because she told us she had passed 
them; and also because the pain was quite 
characteristic of gall - stones. Therefore the 
question resolved itself into what can, in a 
woman who has gall - stones, cause rigors and 
high temperature. The causes are — (a) A 
stone in the common duct, producing jaun¬ 
dice, might have set up ulceration, arnd there 
might have been secondary portal pyaemia; for the 
veins from the wall of the duct return their blood 
into the portal vein, and so a number of minute 


pya&mic abscesses would have formed in the liver. 
She did not seem ill enough for this condition. 
(b) The stone in the common duct might have set 
up suppuration there, and suppuration might have 
extended up the duct to the liver, so that the 
hepatic ducts were full of pus. She was not ill 
enough for this condition, (c) She might have had 
an abscess in connection with the gall-stone that 
was producing the jaundice, or in connection with 
some other gall-stone, but we had no evidence of 
this, (d) She might have had what is called infec¬ 
tive cholangitis, that is a disease in which suf¬ 
ferers from gall-stones in the common duct have 
rigors, with high temperature and vomiting, apart 
from suppuration. Precisely what the symptoms are 
due to is not known, but there is probably some 
micro-organism at the bottom of the trouble. It is 
not very rare, and is important to diagnose. We 
thought this woman was suffering from it, and it 
is very necessary that you should have a clear 
idea as to how to treat such a case. I am quite 
sure that, if possible, the best thing is not 
to operate upon a patient in this condition, and it 
is surprising how many of them will ultimately 
pass the gall-stone. It probably lies for a long 
while in the part of the common duct that is in 
the wall of the duodenum, and from there 
ulcerates into the duodenum. It is only in this 
way (unless as in very rare cases they ulcerate 
into other parts of the intestine) that such a large 
stone can pass as you saw this woman passed. 
When the stone has passed and the rigors have 
disappeared, then if there is evidence that there 
are still many stones in the gall-bladder, you can 
cut down upon it, as Mr. Symonds did yesterday 
in this case, and remove the stones. He removed 
twenty-five. Therefore this woman is certainly 
twenty-five times less likely to have another attack. 
The disadvantages of operating when the stone 
is in the common duct and causing pain, jaun¬ 
dice, and infective cholangitis, are that the patient 
is not in such a good condition for operation, and 
the operation is very difficult. The common duct 
lies at the bottom of a deep hole during the opera¬ 
tion, and the surgeon has to cut the stone out 
from the bottom of this hole, and sew up the 
incision in the duct. The mortality from this 
operation is probably not far short of 50 per cent. 
Further, after such a severe and prolonged opera¬ 
tion the patient often cannot undergo there and 
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then another operation for removal of the stones 
from the gall-bladder, so she is very likely to 
have other attacks. The circumstances which 
should decide you to operate when the stone is in 
the common duct are, if the patient is obviously 
losing ground, or if she is dying from cholaemia. 
But the ideal thing to do is what we did in this 
case, to wait until the stone is passed out of the 
common duct, and then remove the stones from 
the gall-bladder. 

Fibroid Phthisis. 

This is a case of fibroid phthisis. You see 
that this man has clubbed fingers, and it is im¬ 
portant for you to know what can cause that con¬ 
dition. Nowadays, as, fortunately, empyemata are 
not left very long before they are operated upon, 
the commonest causes for clubbed fingers are con¬ 
genital disease of the heart and fibroid lung. 
This man has certainly no congenital disease of 
his heart, and he has many symptoms of fibroid 
lung. For instance, there are considerable patches 
of dulness at both apices in front and also well 
down the back. He brings up a large amount of 
expectoration, and gets attacks of pyrexia from 
time to time. By far the commonest cause of 
fibroid lung is old healing phthisis, and in this 
man you must picture to yourself the pleura 
thickened in many places, and the lungs riddled 
with bands of fibrous tissue stretching throughout 
it in various directions. All this is due to long¬ 
standing tuberculosis, and the large amount of 
fibrous tissue prevents general poisoning from the 
tuberculosis. And so the cases go on for very 
many years, but they are always liable, as there 
is much retained secretion in the dilated tubes, 
to attacks of pyrexia, such as that for which this 
man came in. 

Carnos Limited have sent for report some 
samples of a preparation termed ‘ Carnos,’ the 
analysis of which shows it to contain albuminoids, 
carbohydrates, phosphoric acid, mineral matter, 
and potash, thus forming a very perfect type of a 
good food, not only very assimilable, but also 
acceptable in the not unimportant point of having 
a pleasant flavour. Its stimulating properties give 
it a decided preference when prescribing for 
weakly patients, and the favourable clinical experi¬ 
ence met with in its use is doubtless due to the 
large amount of soluble uncoagulated albumen 
contained in ‘ Carnos. 1 Judged from a dietetical 
and therapeutical standpoint, ‘ Carnos f is a scien¬ 
tific preparation of a high order of merit. 


CHAPTERS FROM THE TEACHING 
OF DR. FREDERICK ROBERTS. 


AN OUTLINE OF THE METHODS AND 
OBJECTS OF SKILLED CLINICAL 
EXAMINATION. 


I propose in the present communication to offer 
a comprehensive sketch of the methods of skilled 
clinical examination applicable in the investi¬ 
gation of diseases of the chest or abdomen, and 
of the objects or purposes for which they are 
employed. It must be understood that I do not 
aim at anything more than a sketch, and have ho 
intention of describing the methods in any detail, 
or the physical signs or other phenomena which 
they reveal. Experience has shown me that the 
medical student, as a rule, does not start with 
any very clear idea of what he has got to learn in 
this direction, and thus loses much time, or fails 
altogether to acquire such systematic knowledge 
and skill as shall be of real sendee in his subse¬ 
quent career as a practitioner, and upon which he 
can rely as a help in diagnosis. The following 
summary’ may at least indicate the general lines 
upon which the subject can be intelligently and 
advantageously studied; and as a basis for its 
discussion I submit a tabular arrangement of the 
plan of investigation, or course of procedure, 
which may be more or less called for in different 
instances: 

I. Ordinary Physical Examination. 

1. Inspection. 

2. Palpation — Manipulation — Digital and 

Manual Examination. 

3. Percussion. 

4. Auscultation. 

II. Mensuration or Measurement, and allied 
simple methods. 

III. Methods required in particular cases > 
and Signs to be specially investigated. 

1. Auscultatory 7 Percussion. 

2. Effects of Change of Posture. 

3. Hippocratic Succussion. 

4. Bell-sound. 

IV. Examination of secretions, excretions, dis¬ 
charges, various morbid materials, liquid or solid, 
and gases. 


Digitized by 


Google 



The Clinioal Journal.] 


DR. FREDERICK ROBERTS. 


[March 28,1900. 359 


V. Special methods employed in the examina¬ 
tion of individual organs and systems, including 
the use of instruments and apparatus of different 
kinds. 

VI. Examination of the Blood. 

VII. Examination under an Anaesthetic. 

VIII. Operative procedures. 

IX. Special modem methods. 

I now proceed to deal with these several groups 
of methods, in the order given in the preceding 
table, and to endeavour to present a practical 
outline of the objects for which they are intended, 
which may at least be of some service as a guide 
to those who have not yet passed through their 
systematic clinical training. 

I. Ordinary Physical Examination. 

I have included under this heading the recog¬ 
nised more simple methods, which are supposed 
to be familiar to every medical practitioner, and 
to be carried out by him as a matter of routine 
when occasion obviously requires their applica¬ 
tion, or when there is a reasonable indication of the 
necessity for physical examination of either the 
chest or abdomen. They should be habitually 
practised in the order given, and it must never 
be forgotten that inspection and palpation , which 
are not uncommonly dealt with very casually, if 
at all, often afford quite as useful and important 
information as the other methods. In many in¬ 
stances they can be employed in combination with 
much advantage. I now proceed to consider 
them individually. 

1. Inspection. —In a technical sense, in its 
relation to physical examination, inspection may 
be defined as the systematic application of the 
sense of sight for certain definite purposes, with¬ 
out the aid of any special instruments, though, if 
necessary, artificial light may be used. By this 
method we recognise and study— 

(a) Certain signs and conditions associated 
with the skin and superficial structures—sub¬ 
cutaneous tissue, muscles, superficial vessels, 
glands, etc. 

(р) Appearances presented by mucous surfaces 
accessible to simple inspection. 

(с) The size and shape or conformation of 
the thorax and abdomen in all particulars— 
general, unilateral, and local; in some instances 
certain points of detail requiring special attention. 


(< d) Movements of various kinds, mainly those 
of respiration, the cardiac action, vascular pulsa¬ 
tions, and gastric or intestinal movements. 

2. Palpation—Manipulation—Digital and 
Manual Examination^— The educated sense of 
touch —tactus eruditus —is of very wide applica¬ 
tion in clinical investigation, and affords most 
valuable information under a variety of circum¬ 
stances. In relation to physical examination the 
terms given above imply that this sense is em¬ 
ployed in a methodical and yet simple manner, 
for the appreciation and study of a class of 
phenomena which can be felt. Palpation is the 
term commonly used, but the others are worthy 
of note, inasmuch as they bring into prominence 
the fact that the hands and fingers can be advan¬ 
tageously employed in different ways for different 
purposes, and in some cases it is necessary to 
exercise more or less pressure when carrying out 
this method of examination. Taking a compre¬ 
hensive view, these purposes may be summarised 
as follows: 

(a) It is worthy of note at the outset that when 
practising palpation in connection with the chest 
or abdomen, the clinical observer must always be 
prepared for the manifestation of certain pheno¬ 
mena which, though scarcely coming under the 
category of physical signs, are at the same time 
of much diagnostic significance. Thus it may 
elicit evidence of cutaneous hyperaesthesia, or of 
actual tenderness, either diffused or localised, 
when pain is not felt or complained of spon¬ 
taneously. Or it excites movements of the super¬ 
ficial muscles, or involuntary tension of the abdo¬ 
minal walls, either general or local, which may 
be very suggestive of some underlying disease. 
Again, in the case of the abdomen, the act of 
manipulation may start contractions of its con¬ 
tained muscular viscera, which can often be both 
seen and felt, and the movements thus set up may 
be of considerable diagnostic value. 

(p) Tactile examination is of great service in 
investigating the points mentioned under inspec¬ 
tion, as regards superficial structures, shape and 
size, and movements, either corroborating what 
has been observed by this method, giving more 
precise and definite information, correcting, or 
supplementing and adding to what has been thus 
noted. Their employment together or in com¬ 
bination for these purposes is often most helpful. 
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(c) The application of palpation to the examina¬ 
tion of the thoracic and abdominal walls is of 
much consequence, not only as regards the more 
superficial tissues, but also in revealing particular 
points relating to muscles, and the state of the 
bony and cartilaginous framework of the chest, as 
well as in the investigation of local deficiencies or 
openings in the walls, and various other morbid 
conditions affecting these structures. 

(d) There is an important group of what may 
be termed peculiar sensations , which can only be 
recognised by tactile methods, and they often 
demand careful and systematic study. They in¬ 
clude mainly: (i) the different kinds of so-called 
fremitus associated with the respiratory appa¬ 
ratus ; and (ii) thrills and certain other sensations 
produced in connection with the heart and vessels. 
Under this head may also be mentioned ordinary 
fluctuation felt by the fingers, which can some¬ 
times be made out over some part of the chest or 
abdomen; and the sensations to palpation afforded 
by an accumulation of gas or fluid respectively 
within the abdominal cavity. The tactile signs 
known as “ fluctuation wave ” and “ hydatid fre¬ 
mitus or thrill," are brought out by percussion, 
and will be further alluded to in connection there¬ 
with. 

(e) The exploration of the contents of a region 
by means of palpation is, of course, of special 
importance in relation to the abdomen, for, indeed, 
this is one of the methods upon which we mainly 
rely for detecting morbid conditions within this 
cavity, especially those affecting solid organs, as 
well as tumours, and determining by the sense of 
touch various points which we wish to learn with 
regard to them, such as situation and extent, 
shape, mobility, consistence and other physical 
characters. In the case of the thorax, unless 
there happen to be an abnormal opening or cleft 
in the walls, we cannot thus feel its contents; but 
it may be mentioned that by the degree of resist¬ 
ance or firmness noted on pressure over this 
region, it may be possible to recognise the 
presence of certain important internal morbid 
conditions. 

(/) Digital and manual examination must be 
particularly referred to as applied to the investi¬ 
gation of internal structures through one of the 
normal orifices. The finger may be used with 
advantage to feel certain morbid conditions affect¬ 


ing the throat or neighbouring structures, which 
may not only be important in themselves, but also 
in relation to the chest. Digital examination is 
of frequent application per anum and per vaginam , 
as is well known, for the investigation of various 
internal diseases. Manual examination, that is, 
the introduction of the entire hand through these 
passages, is only called for under exceptional cir¬ 
cumstances. Digital examination from within 
may sometimes be advantageously combined with 
palpation through the abdominal walls. 

3. Percussion. —In carrying out this method 
the clinical investigator has to perform a definite 
action, involving no small degree of dexterity and 
skill, if it is to be of any reliable service. Per¬ 
cussion may be defined as an u act of gentle strik¬ 
ing,” which is practised in certain ways over the sur¬ 
face of the chest or abdomen, in order to bring out 
well-recognised signs, affording information of 
essential diagnostic value. As to its mode of 
performance, the division of percussion into 
direct or immediate , and indirect or mediate , must 
be familiar to any one who has been taught the 
elementary principles of physical examination; 
and I will only remark that, personally, I always 
practise this method with the fingers alone, and 
do not recommend the employment of either of 
the plessors and pleximeters to which some writers 
and practitioners attach so much importance. 

The individual signs elicited by percussion are 
numerous and varied, but comprehensively the 
objects for which this method is employed come 
within a limited compass. 

(a) Light percussion, especially direct, is often 
useful in revealing superficial hyperaesthesia, and 
also a condition of undue muscular irritability, 
particularly in connection with the thorax. 

(h) The main purpose of percussion is to bring 
out sounds of different kinds, indicating the under- 
lying physical conditions, both superficial and 
those associated with' internal structures, as the 
pleura and lungs, pericardium and heart, stomach, 
intestines, etc. If it is properly performed, these 
sounds are audible to bystanders, as well as to 
the percussor himself, and the method can there¬ 
fore be usefully employed to demonstrate to 
classes of students, and to make them familiar with 
the particular signs coming under this category, 
before they have become proficient in eliciting 
them by their own act. 
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(c) An important group of signs, which are 
-often entirely ignored and forgotten, and which 
oan only be recognised by the percussor, are the 
tactile sensations conveyed to the fingers during 
the performance of the act, such as degree of 
resistance, hardness, elasticity, or tension. These 
and other sensations give valuable information as 
to the underlying physical conditions, which may 
be of much help in diagnosis, if properly appre¬ 
ciated ; and they cannot be realised by any 
apparatus employed as a substitute for the 
fingers. 

( d) It will be well to call separate attention to 
-certain peculiar signs brought out by percussion. 
The -fluctuation wave already referred to under 
palpation, which is a common abdominal sign, is 
produced by directly tapping with the fingers, or 
“ filliping ” over some point of the surface, while 
the sensation is felt by the fingers of the other 
hand applied at the opposite side, or over some 
other more or less remote spot. The so-called 
hydatid fremitus or thrill, which is not really 
peculiar to hydatid tumour, is another sign coming 
under this category, elicited by percussing in a 
particular way, and perceptible to the finger 
applied to the surface which receives the stroke. 

4. Auscultation. —This term literally signifies 
the “ act of listening,” but the method is actually 
applicable for other purposes as well. Like per¬ 
cussion, it has been classified as direct or imme¬ 
diate , in which the ear is applied to some part 
•of the surface of the body, usually the chest, as a 
rule with the intervention of some article of 
clothing or other suitable covering, such as a soft 
towel or handkerchief; and indirect or mediate, 
where the auscultation is performed through the 
medium of some kind of stethoscope , an instru¬ 
ment which is familiar to all, but of which there 
are many varieties, the binaural form being in 
most favour at the present time. It cannot be 
too strongly insisted upon that direct auscultation 
is often of the greatest service, and the clinical 
student ought not to neglect it when learning this 
method, so as to be able to apply it in practice in 
suitable cases, though for obvious reasons the 
stethoscope is most convenient for habitual use, 
and it is well to be able to employ both the old- 
fashioned solid instrument and the binaural kind. 

The particular signs to be studied by ausculta¬ 
tion are far more numerous and difficult than in 


the case of percussion, and it is not easy to give 
any definite idea of their nature without entering 
into some detail. The following summary must 
suffice to indicate generally the objects for which 
this method is employed, omitting for the present 
peculiar signs produced in special ways. 

(a) As regards the sounds which it is the main 
purpose of auscultation to study, they may be thus 
grouped in relation to the thorax and abdomen. 

(i) Those produced in superficial structures, 
by the pressure of the stethoscope, or by active 
or passive movements, in connection with a 
hairy thorax, muscular contraction, subcutaneous 
emphysema, fibrous thickenings, fractured ribs, 
and other conditions. 

(ii) Those associated with the respiratory 
apparatus , including the chest walls, as well as 
the main air-passages, lungs, and pleurae, and pro¬ 
duced during the acts of breathing, vocalisation, 
whispering, crying, and coughing. Mediastinal 
sounds must not be forgotten during respiratory 
movements; and they are also sometimes brought 
out by movements of the arms. 

(iii) Sounds heard in connection with the 
movements of the heart ; or with the vascular 
system, especially the larger arteries and certain 
veins, which may be audible over the chest or 
abdomen, or in the neck. 

(iv) (Esophageal sounds brought out during the 
act of swallowing. 

(v) Sounds audible over some part of the 
abdominal region , elicited by deep respiration, or 
associated with gastric or intestinal movements, or 
with a pregnant uterus. 

(b) It should never be forgotten that ausculta¬ 
tion may afford important information about cer¬ 
tain movements, the sensation thereby produced 
being communicated to the head of the auscul- 
tator. The direct method may be particularly 
useful for this purpose; but in many cases the 
movement is best conveyed along one of the 
simpler solid stethoscopes, which has certainly 
this advantage over the binaural instrument. It 
is in the investigation of pulsations and impulses 
that this class of sign proves most serviceable, 
especially associated with obscure internal aneu¬ 
rysms or aortic disease ; but it sometimes happens 
that certain characters of the cardiac impulse are 
better appreciated by auscultation than by 
palpation. 
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II. Mensuration or Measurement, and 
Allied Simple Methods. 

It is customary to discuss the methods of inves¬ 
tigation coming under this category as a part of 
ordinary physical examination, which should 
naturally follow palpation. I have, however, 
thought it advisable to consider them separately, 
in order to indicate definitely the practical uses 
which they serve, and the rational position which 
they should occupy as a means of diagnosis. As 
a matter of fact they are very seldom employed at 
all in practice, when they might be of real 
service; though, on the other hand, a few are 
inclined to make too much of them, and there is 
also a decided danger of over-estimating the value 
of the information they afford in relation to life 
insurance, fitness for the public sendees, and the 
like. 

The obvious purposes of mensuration or mea¬ 
surement and allied methods are to determine (0) 
the shape or configuration, and size or dimensions 
of the chest and abdomen, as a whole, for com¬ 
parison of the two sides, or locally— mensuration 
in rest; and (b) the extent or range of movements, 
on similar lines, practically those of respiration— 
mensuration in motion (Walshe). In the present 
connection I am only dealing with the employ¬ 
ment of the well-known and very simpie kinds of 
apparatus, which are within the reach of all, and 
intentionally postpone any reference to the more 
elaborate instruments which have been introduced 
for these objects to a later heading. These 
simpler forms include a single ordinary tape- 
measure of sufficient length; a double tape- 
measure, the two being united by a small brass 
plate or pad; a movable calipers, for determining 
diameters; and the cyrtometer, which gives a 
definite outline of the shape of the part to which 
it is applied, a point often of considerable im¬ 
portance. Speaking generally, the measurements 
which may be required to be carried out are: (1) 
Superficial , from one part of a surface to another, 
either vertical, horizontal, or local. (2) Circular or 
circumferential , at different levels of the thorax or 
abdomen. (3) Semicircular or unilateral , so as 
to compare the two sides, the cyrtometer being in 
this case of special use. (4) Diametric , either 
antero-posterior, transverse, or diagonal. 

No discussion is necessary to show that the 


methods now under consideration are a valuable 
aid to and check upon inspection and palpation, 
in estimating shape and movements, and that they 
afford more accurate and reliable information on 
these points. It may be confidently affirmed,, 
however, that in the large majority of cases, if the 
clinical observer is sufficiently expert in using his. 
eyes and hands, measurements are not needed at 
all, and it is, in my opinion, a great mistake to* 
learn to rely upon them in an ordinary way. At 
the same time, their value and usefulness under 
particular circumstances should be clearly recog¬ 
nised and borne in mind. Cases do sometimes 
occur which inspection and palpation cannot satis¬ 
factorily master, or where it is desirable to obtain 
more positive and accurate information than these 
methods can give, and then the appropriate kind 
of measurement ought certainly to be carried out. 
Moreover, it may be very desirable, or even neces¬ 
sary, in some instances to obtain a definite record 
in figures, or a “ graphic representation/’ for 
future reference, especially when studying the 
effects of treatment, and the cyrtometer is parti¬ 
cularly useful for this purpose. 

III. Methods Required in Particular Cases ; 

and Signs to be Specially Investigated. 

There are certain well-known modes of physical 
examination which are only called for in excep¬ 
tional cases or for particular purposes, or to elicit 
special signs. I have thought it desirable to 
place these in a separate group, so as to distin¬ 
guish them from the ordinary methods, which are 
in habitual and constant use. 

1. Auscultatory Percussion. —As the expres¬ 
sion implies, this method is a combined one, in 
which sounds elicited by percussion are studied 
with the aid of the stethoscope applied to some 
other part of the surface. Obviously it requires, 
two persons to carry it out properly, and can only 
be of limited application. Any conclusions founded 
upon auscultatory percussion should be considered 
very carefully and without bias. At the present time 
the method occupies a somewhat prominent posi¬ 
tion, and it is claimed to have special advantages 
in determining the precise limits of the cardiac 
dulness. It may be of use in the investigation of 
certain abdominal conditions, especially in rela¬ 
tion to the stomach. 

2. Effects of Change of Posture.— Although 
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not called for in the routine of ordinary physical 
examination, and perhaps scarcely to be regarded 
as a separate method, it is desirable to draw special 
attention to change of posture as a means of dia¬ 
gnosis, in order to emphasise the fact that it not 
uncommonly affords most useful information, 
both positive and negative, which by no means 
always receives the attention it deserves. Such 
change of posture produces definite effects upon 
certain physical conditions, and may thus materi¬ 
ally alter and modify the signs associated there¬ 
with, as determined by the usual methods; while 
others it does not influence in the least. As a 
rule it is sufficient to note what happens when, 
after examination in the decumbent posture, the 
patient is directed to turn first on one side and 
then on the other; but sometimes it is desirable 
to observe the differences in the lying, sitting, and 
standing postures respectively; or in exceptional 
cases to make the patient assume the prone posi¬ 
tion, or bend forward supported on the hands and 
knees. The practical uses of these procedures 
may be thus comprehensively indicated. 

(a) Change of posture often alters more or 
less the situation of a solid organ or of a tumour , 
whether solid or cystic, sometimes considerably. 
In this way positive aid is not- uncommonly 
obtained in diagnosis; while, on the other hand, 
the fact that no such displacement takes place 
may also be of clinical significance. These 
remarks apply more particularly to certain abdo¬ 
minal viscera and morbid conditions; and it 
should be noted here that the position of the 
patient may be important in the ordinary examina¬ 
tion of some of these viscera. The effects of 
change of posture upon the heart also occasion¬ 
ally conveys very useful information. 

(£) Change of posture is of frequent and con¬ 
spicuous service in the physical examination of 
internal accumulations of fluid , especially in con¬ 
nection with the abdominal cavity. When free to 
move, the site occupied by any abnormal collec¬ 
tion of fluid in a serous sac must necessarily be 
affected by gravitation, and it will naturally fall 
into the most dependent part. If there is only a 
small quantity of fluid in the peritoneum, it can 
only be detected in certain postures; and even in 
cases where the amount is moderate, a change to 
the lateral position affords important aid in 
diagnosis. Should there be pronounced ascites 


this method is hardly required, except to indicate 
whether the fluid is freely movable, or embar¬ 
rassed by adhesions, or associated with cysts or 
other morbid conditions, when it is very useful. 
It is also employed in the investigation of pleural 
and pericardial effusions, but is then not nearly 
so instructive or reliable. When fluid is located 
in a cyst or other confined space it cannot move 
about, and thus change of posture may be of 
negative value in diagnosis, though it must be 
remembered that a cyst may alter its position 
bodily when the patient lies on one side or the 
other. 

Another point which may be noticed under this 
head is that when gas and fluid are present to¬ 
gether within a confined space, their relative 
situation will be greatly modified by posture, and 
the signs associated with this combination of con¬ 
ditions will be correspondingly affected. This 
applies to serous cavities and certain cysts as well 
as to hollow viscera, especially the stomach, in 
the investigation of which organ change of pos¬ 
ture is often of conspicuous value. 

(c) Certain conditions of the abdominal walls 
may be revealed or made more evident by posture, 
and this point should not be forgotten in the 
examination of these structures. It is well exem¬ 
plified by cases of very relaxed walls, of ordinary 
hernia, and those where the muscular or apo¬ 
neurotic portions of the walls present a more or 
less extensive deficiency, allowing protrusion of 
the internal structures when the patient sits up or 
stands erect. 

(d) Apart from its effects upon the situation of 
the heart , already referred to, posture is often 
of essential service in studying certain signs asso¬ 
ciated with this organ or the pericardium, as well 
as with the aorta , both thoracic and abdominal. 
Sometimes it helps in the investigation of the 
veins of the neck. It may also be mentioned here 
that the position of the arm may affect the pulse 
in such a way as to give valuable aid in diagnosis; 
and the effects produced upon the veins and 
venous circulation by altering the position of the 
upper or lower extremities, or both, according to 
the nature of the case, may likewise afford useful 
information in relation to venous obstruction. 

Signs affected by posture. —It may be useful to 
point out generally the more important signs 
likely to be modified by change of posture, and 
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which therefore demand particular attention. 
They include— 

(i) The shape of a region, practically only 
observed in the case of the abdomen, which is 
often much altered in the relative conformation of 
its different parts by change of posture. 

(ii) Ordinary tactile sensations, such as vocal 
fremitus, the feeling of resistance or firmness of a 
solid organ, the elasticity or fluctuation of a cyst, 
or the percussion wave associated with movable 
fluid. In the case of so-called “ floating ” organs, 
the fact that they have been bodily moved by 
change of posture may be thus determined. 

(iii) Percussion sounds, especially a change in 
the position or outline of dulness, or in the rela¬ 
tive situation of dulness and tympanitic sound, 
when fluid and gas exist together in a confined 
space. The locality over which the so-called 
“ bell-sound ” can be elicited may be also modified 
under these circumstances. 

(iv) Auscultatory sounds associated with the 
respiratory organs. Change of posture may un¬ 
doubtedly influence and modify the breath-sounds 
and vocal resonance in relation to different parts 
of the chest in certain conditions; and occasion¬ 
ally adventitious sounds may be thus affected, 
intra-pulmonary or pleuritic. 

(v) Signs connected with the circulatory system. 
These have already been alluded to, and it will 
suffice to state further that posture is not un¬ 
commonly of great importance in studying the 
cardiac impulse; pulsation associated with the 
thoracic or abdominal aorta, or its large primary 
branches in the chest; cardiac or vascular thrills; 
the sounds of the heart; and murmurs of different 
kinds, both cardiac and vascular. 

3. Hippocratic Succussion.— This is a method 
of examination which is only called for now and 
then, and under exceptional circumstances, to 
indicate the presence of gas and fluid together in 
a confined space of considerable size, especially 
a serous cavity; but it may also be useful in the 
•examination of the stomach or a dilated intestine. 
It simply means “ shaking the body ” of the 
patient—of course, without unnecessary violence— 
and in a sudden, jerky manner. He may easily 
be taught to perform the act himself; or, some¬ 
times, even a mere voluntary movement from side 
to side may be sufficient to bring out the signs 
which succussion is pretended to study. These are : 


(a) A splashing sensation —succussion splash, 
felt on applying the palm over the affected region. 

(b) A succussion sound, varying in its exact 
characters, but usually more or less splashing and 
metallic in quality, occasionally audible to by¬ 
standers, but generally requiring the aid of auscul¬ 
tation to recognise it, and for this purpose direct 
auscultation answers well. 

4. Bell-sound. —The sign thus named is also 
quite exceptional, and is elicited by a combina¬ 
tion of a special mode of percussion with auscul¬ 
tation. A piece of metal, conveniently a coin, is 
placed over a spot on the surface of the region to 
be examined, and struck with the edge of another 
coin, while the auscultator listens over an opposite 
or more or less distant part of the affected area. 
A clear, ringing, “ bell-like ” sound is heard, quite 
different in quality from that produced by the 
mere striking together of the metals. It is signi¬ 
ficant of a large, superficial, thin-walled gas- 
containing space or cavity, and is of special value 
in the diagnosis of pneumothorax. 

(To be concluded.) 


WITH DR. LEWIS JONES IN THE 
ELECTRICAL DEPARTMENT OF 
ST. BARTHOLOMEW’S 
HOSPITAL. 


III. 

Gentlemen, —Our subject to-day is the electrical 
treatment of infantile paralysis. Here is a child 
with infantile paralysis. You will see that the 
chief stress of the disease has fallen on the calf 
muscles. The front muscles of the leg are good, 
and the peroneus longus acts well, but she cannot 
extend the foot. A still more common type is 
one in which the front muscles or peronei are 
paralysed, and the calf survives wholly or in part 
The careful inspection of a child’s leg and foot 
will tell one much of the condition of its muscles, 
for if you watch the foot for a little time you will 
probably see spontaneous movements of all the 
non-paralysed muscles, and you can usually deter¬ 
mine these movements at once by a little tickling 
of the sole. Note also the aspect of the skin, its 
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temperature, and inquire as to chilblains. Ob¬ 
serve the attitude of the foot. 

Infantile paralysis is a disease of which we 
have a great many cases; so much so that we 
keep a separate book for them. Nearly all the 
cases we get are examples of paralysis of some 
of the muscles of the lower limb, which seems to 
be a much more common result of infantile para¬ 
lysis than paralysis of the upper limb. Of those 
we see here not more than one per cent, have 
paralysis in the upper limbs. For the moment it 
will be enough for you to remember that infantile 
paralysis is a disease which comes on suddenly in 
children, most commonly between the ages of two 
and three years, and leaves behind it a more or 
less extensive paralysis of muscles; the damage 
done is in the spinal cord, in the ganglion cell 
groups in the anterior cornua, which I have pre¬ 
viously referred to as the nuclei for movement of 
the muscles of the limbs. The extent of the paralysis 
is proportionate to the destruction of those parts, 
and its distribution corresponds with the situation 
of the foci of damage in the anterior cornua. 
Electricity is used first to test the muscles in order 
to ascertain how much destruction has taken 
place; and, secondly, to treat them. The im¬ 
provement to be gained from treatment in infan¬ 
tile paralysis is slow, and its application requires 
a great deal of patience and perseverence. Here 
we endeavour to keep up the treatment for long 
periods of time, and we are accustomed to see 
patients attending regularly for several years, and 
to see improvement progressing for an almost in¬ 
definite time. One cannot well say of any limb 
that there is a time after which no further im¬ 
provement can take place. 

The degree of paralysis depends on the severity 
of the primary mischief in the anterior cornua 
and upon its extent. The motor fibres which 
supply any given muscle of the limbs arise not 
from a single isolated point in the spinal cord, 
but from a fairly extensive area. Thus Sherring¬ 
ton, £ Medico-Chirurgical Transactions/ vol. 82, 
has the following very important statement: “ The 
position of the nerve-cells sending motor fibres to 
any one skeletal muscle is a scattered one, extend¬ 
ing throughout the whole extent of the spinal seg¬ 
ments innervating that muscle. In the limb 
regions many muscles receive their motor fibres 
from as many as three consecutive spinal roots, 


and the bodies of the nerve-cells innervating these 
must, therefore, inside the cord, extend through 
the length of three whole segments.” The im¬ 
portance of that is that the lesion of infantile 
paralysis may destroy a certain patch in the cord, 
that is to say, a portion of the nucleus of origin of 
a muscle, and yet may not destroy it all; and so it 
comes about that in infantile paralysis the muscles 
which are partly destroyed outnumber very 
greatly the muscles which are completely de¬ 
stroyed, and we have often to deal with muscles 
which have lost a portion only of their nucleus of 
origin, and still retain a portion uninjured. The 
object of electrical treatment is to stimulate the 
surviving parts of the nucleus of origin and of the 
muscle, so as to get the maximum of growth of 
muscle-fibres which the surviving ganglion cells 
can maintain. No one knows exactly how many 
muscle-fibres a ganglion cell can support, but we 
do know that gymnastic exercises, electrical stimu¬ 
lation, and massage, will greatly increase the bulk 
of a muscle. You have only to consider the case 
of a gymnast or athlete to recognise that, by exer¬ 
cises, he can almost double the size of his muscles. 
In the United States, electrical applications are 
frequently used as part of the training and pre¬ 
paration of an athlete for a contest. In infantile 
paralysis we have to rebuild the damaged muscles. 
Those muscles, or parts of muscles, which were 
supplied by the destroyed ganglion cells, are lost, 
and nothing can be done for them ; but much can 
be done for the surviving remnants, if there be 
any, and usually there are such. 

Now, how do you set to work in a new case? 
To find out if there are any living fibres left, and 
if so, how much, you test the muscles of the 
patient. Usually you will find that som * muscles 
show the reaction of degeneration, and some have 
no reaction at all, while others show a reaction of 
normal quality, but with more or less decrease in 
quantity. Take a case six months from the time 
of the attack, in which time the changes imme¬ 
diately incidental to it will have had time to be¬ 
come evident, and test it. Suppose you find a 
feeble normal reaction in a muscle, that means 
that there is a remnant of living ganglion cells, 
and that the muscle is capable of improvement. 
These feebly reacting muscles will not do well if 
left alone, but they will improve if they are 
treated. You will find it said that in infantile 


Digitized by 


Google 



366 The Clinical Journal.] 


DR. LEWIS JONES. 


[March 28,1900. 


paralysis electrical treatment is not likely to be 
of much good, because the muscles which have 
not lost their normal reactions will get well any¬ 
how, and the others will not get well whatever you 
may do. As a matter of fact that is quite wrong. 
Muscles may retain poor normal reactions, and 
yet will remain helpless and wasted for years; 
whereas they will immediately begin to grow if 
you give them systematic electrical treatment. 
We have in the department at the present time a 
case of this kind, a girl of fifteen, with a very 
helpless arm and forearm, which have never had 
electrical treatment. Many of her muscles show 
reactions, poor in quantity but of normal quality, 
and though she has only lately commenced attend¬ 
ance, yet she has already begun to gain power in 
her muscles, which have failed to get well of 
themselves, although they have had twelve years 
in which to do it. 

Next, take the case of muscles which show 
the reaction of degeneration. These also are 
by no means hopeless; you can do some¬ 
thing for such muscles by electricity, and under 
treatment you may see them recover voluntary 
power and normal reactions after a time. The 
worst and least hopeful muscles are those in 
which, after a lapse of six months, one can get no 
reaction at all. In testing cases of infantile para¬ 
lysis, I have been surprised to see how long the 
reaction of degeneration may persist in muscles 
affected, by this disease. I have seen a well- 
marked reaction of degeneration present in cases 
of infantile paralysis after ten or twelve years 
from the date of onset, and I think it is a most 
significant fact. One is generally told that the 
presence of a reaction of degeneration signifies 
that the muscle showing it is cut off from the 
trophic influence of its ganglion cells. Moreover, 
we know that when a muscle is completely severed 
from the central nervous system it shows a reac¬ 
tion of degeneration, which gradually becomes 
less and less distinct, until all reactions finally 
disappear within a year. Well, when reaction of 
degeneration persists for many years, it must mean 
at least something different to that gradual and 
total disappearance of all reactions. So that 
brings us to the paradoxical belief that the per¬ 
sistence of a reaction of degeneration for many 
years must mean that the muscle still retains some 
trophic relations with its centre, and that there 


must be something there to resist the tendency of 
the reactions to disappear altogether. So in 
infantile paralysis, the presence of the reaction 
of degeneration is a sign that your efforts must 
not be abandoned, but that there is hope for such 
a muscle. It is also very important to seek 
closely for any sign of voluntary power in a 
muscle showing the reaction of degeneration. If 
voluntary power can be seen to exist in ever so 
slight a degree, the prospects of the muscle are 
by so much the better, and my own experience 
tells me that such muscles are quite capable of a 
certain amount of recovery under treatment, quite 
enough to make prolonged treatment imperative. 
It is not at all unusual for normal reactions and 
voluntary power to return to muscles which have 
shown a reaction of degeneration in infantile para¬ 
lysis. Here are notes of such a case which some 
of you have seen. In 1894 he had an attack of 
infantile paralysis. When seen some weeks later, 
there was complete reaction of degeneration in 
the tibialis anticus and in the extensors of the 
toes, in the peroneus longus partial reaction of 
degeneration, and in the calf no visible contrac¬ 
tion at all. By the following April he had begun 
to show improvement, but owing to domestic 
affairs his mother has not been at all regular in 
attending, but she has carried out massage and 
hot bathing at home to the best of her ability 
when unable to come to the hospital for the elec¬ 
tricity ; and now there are good normal reactions 
in peronei, tibialis anticus and the extensors of 
the toes; and the calf shows a quite evident re¬ 
action of degeneration. Thus, by testing your 
case, you will have sorted out the affected 
muscles into those which are merely feeble but 
want treatment and have a good prospect of 
recovery, and those which have the reaction of 
degeneration and will need long treatment with 
not such a good prospect of recovery; and, lastly, 
those in which all reactions have disappeared. 
Those last include the muscles for which you can 
do nothing, and some which are only capable of 
slight improvement. 

Now with regard to the treatment of these 
cases. To begin with, the treatment has got to 
last for months or years, and it should be made 
so simple as not to require the presence of a 
medical man every time it has to be carried out. 
A medical man in busy general practice is not 
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able to devote a particular hour every day to a 
visit for carrying out the treatment. Therefore it 
is necessary to teach someone in the house—the 
mother or an intelligent nurse—what to do; and 
that person must make the treatment a part of 
the child’s daily routine and carry it out systema¬ 
tically. Therefore if electricity is to be properly 
applied, it must be arranged for in such a way as 
to be easily managed. With this object an elec¬ 
tric bath must be contrived with a non-metallic 
bath-tub and an induction-coil, with wires to 
attach it to a metal plate at each end of the tub; 
the child must take the electric bath daily, sitting 
in the tub with the back against one plate and the 
feet against the other. If only one leg be 
affected, the sound limb will not suffer from 
sharing the current with the paralysed one. If 
you specially want to concentrate the electricity 
on the affected limb, this can be done by direct¬ 
ing the child to draw up the sound limb away 
from the foot-plate. By this method of treat¬ 
ment in an electric bath, one does away with the 
need to teach the mother the motor points and 
the handling of electrodes, and it greatly reduces 
the labour of the treatment, for the child is simply 
put into the water, and the battery turned on and 
adjusted, and the water conveys the electricity to 
every part of the affected limb, while the warm 
water is comfortable and keeps the child warm. 
The electric bath is the most convenient way of 
applying the electricity. In certain cases it may 
be supplemented by direct applications twice or 
thrice a week to the damaged muscles, as, for 
example, in very bad cases, and when the nurse 
is competent to learn how to do it, or, better, 
when the medical man does it himself. The in¬ 
duction-coil is preferred to the constant current 
because it is more within the powers of an un¬ 
skilled nurse. The constant current may be used 
to supplement it when a person competent to use 
it is available. Its use requires more training, 
and involves a knowledge of electrodes and motor 
points. It is distinctly supplementary to the coil 
and bath. In addition to the electrical stimula¬ 
tion, there are other methods which must not be 
neglected, namely, massage and exercises. The 
child must be made to exercise the muscles in¬ 
volved by performing, or trying to perform, the 
movements appropriate to them. It is not diffi¬ 
cult to show the nurse what movements are weak, 
and which muscles are concerned in the different 
movements; and she must devote a certain time 
daily to such exercises by simple movements. 
Massage or passive movements must also be em¬ 
ployed, with kneading and rubbing, to improve 
the general circulation of the limb. Then, as the 
child gets stronger, comes drilling or exercise in 
the power of walking properly. The walking is 
often performed badly—more badly than the mus¬ 
cles really justify; therefore there must be drill. 


When walking, the child must be watched closely 
and made to walk as well as it can; and when the 
child gets tired, it must be stopped, because the 
weak muscles soon tire, and in consequence a 
bad style of walking will tend to develop. All 
these little points may be matters of mere common 
sense, but they make a good deal of difference in 
a case of infantile paralysis. The paralysed parts 
must be kept warmly clothed, especially in winter. 
One of the first signs of improvement from the 
treatment is the improvement in the circulation 
and the disappearance of chilblains. 

For the children of the poor in hospital out¬ 
patient practice we do the best we can. We 
give them the electric bath, with sinusoidal cur¬ 
rent from the mains, twice a week. Then w T e 
order an ordinary warm bath to be given at home 
every night, and to be followed by brisk rubbing 
and exercise of the paralysed parts, and we con¬ 
tinue to urge the parents to perseverance. Six 
months of this attention may not make much 
difference, but usually the mother can discern 
some gain of power in less than that time, and 
after twelve months the progress of the patient 
becomes easy to recognise. 

During the last eight years I have seen a certain 
number of cases of old infantile paralysis which 
had been left untreated; often they are patients 
who have come to the hospital at the age of 
twenty or thereabouts, for the amputation of a 
helpless limb. I do not think that any one of 
the hundreds of cases which have come to us as 
young children for electrical treatment, and have 
attended regularly, has turned out so badly as to 
end with amputation; and I may further say that 
some of the cases coming for amputation have 
been such as would have shown great improve¬ 
ment from electricity applied early and systema¬ 
tically. Remember that disuse is very bad for a 
muscle. A muscle which is too weak to be of 
use is not used, and so gets worse and worse. If 
by any means such a muscle can be developed so 
as to become of service to its owner, it will be 
made use of, and kept alive, and tend to grow. 
In the bad amputation cases we have the result 
not of infantile paralysis alone, but of that disease 
plus years of disuse. I have had some oppor¬ 
tunities of dissecting several of these paralysed 
limbs after amputation, and have seen how often 
even the worst of the muscles may contain rem¬ 
nants of fibres capable of contraction, and more 
or less dormant through want of exercise and 
treatment. Therefore I would say: Do not 
neglect your bad infantile paralyses; do the best 
you can for them all, and preach and practise 
perseverance. Even in the worst cases, if you 
cannot provide your patients with a first-class, 
shapely pair of limbs, you may at least enable 
numbers of them to hobble about better than 
before, and even that is worth striving for. Re- 
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member that what I am telling you is based upon 
the experience of several hundred cases patiently 
treated during eight years, and do not regard the 
pessimistic accounts of the results of treatment 
as given in some of the text-books. What you 
find there is for the most part based upon theory; 
it is inadequate or misleading, and often carries 
upon it the plain stamp of inexperience in elec¬ 
trical matters. It is seldom profitable to consult 
books on general medicine, or even on neuro¬ 
logical subjects, for practical instruction upon the 
subject of electrical treatment. 

Now with regard to diagnosis. Every case of 
paralytic disease in a small child is not a case of 
poliomyelitis. There are other conditions besides 
this. The largest class perhaps is that of hemi¬ 
plegic paralyses, infantile or congenital. The 
latter is the commoner type, and is caused by in¬ 
jury’ received in the process of birth, from which 
a cerebral lesion, usually a meningeal haemor¬ 
rhage, results. These cases will therefore show 
differences from infantile paralysis,—that is to 
say, electrical differences. There will be normal 
reactions and no reaction of degeneration nor loss 
of reactions, the lesion being in the upper seg¬ 
ment above the nuclei for movement of the limb 
muscles. As to distribution, all the muscles of 
the arm and leg on one side will be affected to a 
certain degree, and the paralysis will be only 
partial; whereas in infantile paralysis the rule is 
for sound and paralysed muscles to occur side by 
side in the same limb. Thirdly, there is a ten¬ 
dency to spasm and increased reflexes, while in 
infantile paralysis these are normal or absent. 
Fourthly, the history in many of them is that the 
onset dates from birth. Among the poor care 
has to be exercised in order to ascertain the cor¬ 
rect history of the case. But it is important that 
you should try to learn whether the condition 
really dates from birth or has come on afterwards. 

Occasionally we get here children who have 
never walked, and who are supposed to be para¬ 
lysed, but are merely rickety. In rickets, all the 
muscles react normally; the child has power in 
all its muscles; though it may not be able to 
stand on its legs, yet it can kick them about 
freely when lying down. There is no paralysis, 
therefore these cases are easy to recognise. 

Another disease which it is important to bear 
in mind in this connection is spina bifida, with 
symptoms of partial paraplegia. Some cases of 
spma bifida are characterised by the presence of 
a large sacral tumour; and they are easily noticed 
if the tumour be looked for, though I have known 
cases in which the sacral tumour had been over¬ 
looked. There are also cases of spina bifida 
occulta without evident sacral tumour, which one 
meets from time to time, and in these, unless you 
scrutinise the sacral region very closely, you will 
notice nothing amiss. In them there is a para¬ 


lysis of both lower limbs, more or less complete 
or incomplete, with an affection of the bladder 
and rectum. So in a doubtful case of paralysis 
in a child it is very important to make sure 
whether the bladder and rectum are affected or 
not. If they are,—that is to say, if there is in¬ 
continence, you must never fail to look at the 
sacrum. Inquire also whether the symptoms of 
paralysis are congenital, or whether they date 
from the second or third year of life. Ask 
whether the child has ever had the full use of the 
limbs or not. In infantile paralysis the history 
will be that the child was quite well up to a cer¬ 
tain time, the date of the attack. In spina bifida 
and in congenital hemiplegia this will not be 
said ; but you will be told that the child has had 
it from birth. Spina bifida occulta is an interest¬ 
ing condition. Sometimes cases are referred to 
this department in young adolescents or adults 
for the incontinence of urine; that is to say, the 
only part of the spinal system seriously affected 
may be not that which is concerned with locomo¬ 
tion, but with the centres or nerves supplying the 
bladder and rectum. So in all unusual or difficult 
cases of incontinence of urine it is important to 
look at the sacrum. What do you see there? 
You may see some irregularity of contour or a 
small tumour, sometimes only a dimple. But a 
sacral dimple, rather well marked, is an important 
sign. Or there may be a rudimentary tail, or a tuft 
of hairs. You shall see one of these cases—for there 
are several attending here for treatment—although 
they are a little uncommon. Their symptoms 
vary a good deal in severity, and one cannot do 
much for them by electrical treatment. When 
I have persevered with treatment for several 
months, I have not been able to satisfy myself 
that there has been any special improvement. 
Another condition of paralysis in infants, which 
you must distinguish from infantile paralysis, is 
the paralysis of the upper arm caused by injury 
to the brachial plexus during birth; it has been 
described by Duchenne and others as obstetrical 
paralysis, and is due to forcible traction upon the 
arm. I shall return to it when speaking of Erb’s 
paralysis later on. The reactions in spina bifida 
are generally normal. 

The testing of a child’s muscles is some¬ 
times difficult. If a child has poor muscles 
and a large amount of subcutaneous fat, 
this, coupled with the restless voluntary move¬ 
ments common to young children, makes it ex¬ 
tremely difficult to be quite sure of the character 
of the electrical contractions. The testing can 
be best carried out with strong currents and 
momentary contacts; this will be much quicker 
and will distress the child less than a more pro¬ 
longed sitting, with currents of barely sufficient 
strength and repeated applications of the elec¬ 
trodes. 
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Lecture I. 

Delivered at St. George’s Hospital, January 8th, 1900, 

BY 

A. MARMADUKE SHEILD, M.B., F.R.C.S. 


Gentlemen,—I am going to speak to you to-day 
about a very important practical subject, namely, 
abscess in the iliac region; or, as it is commonly 
spoken of in text-books, iliac abscess. The defi¬ 
nition of iliac abscess, I am afraid, is rather 
vague. Some authorities seem to consider that 
it is identical with what is termed psoas abscess, 
whilst others describe it as abscess found in the 


iliac fossa, beneath and bound down by the firm 
iliac fascia. Again, others speak of pus forma¬ 
tions in connection with the hip and with the 
glands of the groin as iliac abscess. Therefore 
the term is hardly a very definite one; but I wish 
to treat this afternoon of abscess in the region of 
the iliac fossa pointing above or below Poupart’s 
ligament, or forming palpable swellings both in 
the iliac fossa and the groin. 

Before proceeding further, it will be well to 
remind you of the anatomy of the iliac fascia. 
You will remember the connections of this struc¬ 
ture. It is attached along the sides of the spine 
by little tendinous slips to the margins of the 
vertebrae, transverse processes, and intervertebral 
discs, and above to the ligamentum areuatum in¬ 
ternum, a band of fibrous tissue passing from 
the body of the second lumbar vertebra to its 
transverse process, from which the diaphragm 
takes origin. This arches over the psoas muscle, 
and thus an abscess may be conducted into the 
groin from even the upper part of the dorsal 
spine, from a distance indeed which seems quite 
impossible. Externally the iliac fascia passes as 
a strong sheath over the psoas muscle, and blends 


Digitized by 


Google 



370 The Clinical Journal.) 


MR. SHEILD—ILIAC ABSCESS. 


[April 4,1900. 


with the fascia lumborum. As it passes down¬ 
wards towards the pelvis it is attached to the 
whole length of the inner lip of the iliac crest, 
and the outer half of Poupart’s ligament. Where 
the femoral vessels pass into the thigh the fascia 
sweeps behind them, forming the posterior wall of 
the femoral sheath. Here it is continuous with 
the pubic portion of the fascia lata, and blends 
with the femoral capsule, sending down a septum 
between the pectineus and psoas. At the brim of 
the pelvis it is attached to the linea-ileo pectinea. 

These are the principal anatomical attachments 
of the iliac fascia. A large number of abscesses 
which descend from the pelvis, and point below 
Poupart’s ligament, are formed by collections of 
pus which have their origin behind the attach¬ 
ments of the iliac fascia, and this is the first 
important point to which I wish to draw your 
attention. When collections of pus form slowly 
behind this fascia, they are due, as you may easily 
imagine, in an unfortunate majority of cases, to 
necrosis of bone. Commonly the spine is affected, 
or the ilium, or even the hip-joint, the pus bur¬ 
rowing through the floor of the acetabulum. This 
latter condition I have several times seen in young 
children. If pus gets behind the iliac fascia and 
tracks down the psoas muscle, it passes into the 
thigh external to the femoral vessels, and then 
beneath them, pointing as a large fluctuating 
swelling somewhere on the inner side of the thigh. 

I here show you specimens of caries and necrosis 
of the spine and of the ilium in the neighbourhood 
of the sacro-iliac joint, and these are the conditions 
you must mentally depict, as too often connected 
with large chronic abscesses in the pelvis, or pass¬ 
ing into the thigh. You can remember as a 
general rule that iliac abscesses beneath the fascia 
are due to necrosis or caries of the spine or pelvis. 
In some instances they are dependent upon break¬ 
ing down of tubercular material, or follow strains 
or other injuries, the reason being very obscure. 
In a few cases they are associated with deeply 
seated glandular mischief. Before we go any 
further, I must point out to you that, although it 
is true that almost all abscesses which are beneath 
the iliac fascia are dependent upon disease of 
bone, some are due to pus getting through the 
fascia from other parts. Thus, for instance, in 
rare cases an empyema will actually come down 
from one or other of the pleural cavities, get into 


the sheath of the psoas muscle and point nearly 
down to the groin. I have seen cases of empyema 
where a patient has coughed up pus, and where 
an abscess has been opened in the iliac region, 
so that the patient had practically a suppurating 
track almost through the body. Then, ulcera¬ 
tions and injuries of the duodenum have caused 
an abscess pointing in the iliac region. I have 
known of a collection of pus pointing in the iliac 
fossa, which was found to be due to suppuration 
about the transverse part of the duodenum, where 
there was a small laceration. The pus formed 
about the right kidney, causing a perinephritic 
abscess, which finally pointed in the groin. Thus, 
in exceptional cases, the. source of suppuration 
may be very remote indeed, and so obscure as to 
baffle diagnosis. 

A very important cause of abscess, especially, 
you will remember, in the right iliac fossa, is the 
well-known faecal abscess, an abscess having a 
most offensive and characteristic odour, which is 
generally due to a perforation in the appendix 
vermiformis. As future practitioners, especially 
remember this variety. It is usually acute, and it 
is certainly one of the most important abscesses 
for you to recollect in practice. Abscesses may 
also form in the cellular tissue in cases of pyaemia, 
particularly when there is a local cause, as an 
operation on the bladder, or a bad gonorrhoea 
with extensive urethral lesions, or an operation on 
the neck of the uterus which has been allowed to 
become septic. 

A very important cause of abscess in the iliac 
fossa is as a sequel of parturition. It is very rare 
now, in these days of cleanly midwifery, but it used 
to be common enough. You will hereafter find 
that sometimes a fortnight or three weeks after a 
woman has been delivered, her temperature will 
rise, with rigors and sweats. Great induration 
and tenderness are found on one side of the 
uterus, and ultimately a large abscess forms in 
the iliac fossa. This is no doubt due to the 
absorption of septic products from an imperfectly 
cleansed uterus into the cellular tissue of the 
pelvis, through the veins, or lymphatics, or both. 
So also one has known acute iliac abscess to occur 
after operations on the bladder. The old opera¬ 
tion of lateral lithotomy was, for instance, some¬ 
times followed by large abscesses in the iliac 
fossa. 
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The last and most important cause I will men¬ 
tion is cancerous disease of the intestine. You 
will hereafter find that, supposing you get a case 
of cancerous stricture of, say, the sigmoid flexure, 
or about the caecum, some ulceration may occur 
about the cancer, leakage of faecal material will 
ensue, and a large faecal abscess in one or other 
fossa is the result If in an elderly person you 
get unexplained iliac abscess obviously connected 
with intestine, you will find a significant number 
of such cases are due to cancerous disease of the 
intestine, which has allowed a leakage of septic 
material. Hence prognosis should always be very 
guarded. 

I have said enough to show you that cases of 
iliac abscess may be divided into two great classes, 
acute and chronic. You will see at once that the 
acute cases are almost universally due to definite 
sources of sepsis, such as from a perforated ver¬ 
miform appendix or a diseased uterus; whereas 
the chronic cases are commonly associated with 
bone disease of the tubercular type. I wish, too, 
to point out that pus burrows in an extraordinary 
manner, and that sometimes abscesses are found 
beneath fascia, which really originate in front of 
it, so that definite anatomical explanations are not 
always possible. 

Contrary to what you might expect, the acute 
abscess is really far and away the most simple in 
its diagnosis and treatment. Also, I may add, 
its prognosis is more favourable than in the 
chronic variety. And the reason of this is not 
far to seek, because in the acute abscess there is 
some definite source of sepsis, which you get rid 
of when you open the cavity and effect evacuation 
of the purulent contents. Chronic abscess, being 
so very often due to bone disease out of reach of 
operation, is less favourable, and it is far more 
perplexing and dangerous to treat than is the case 
with the acute variety. The diagnosis is also 
more difficult. 

These remarks which I have m^de as to the 
causation of abscesses in the iliac fossa are 
general. I will now say a few words with regard 
to the case which has suggested this subject to 
us. 

There is in the Harris Ward a pale and rather 
delicate-looking man, twenty-six years of age. He 
is a coachman by occupation, and I may* say there 
is a vague history’—so often found in these cases 


—of exposure to wet and cold, and also of slight 
injury- while following his occupation. The 
history he gives is as follows: He had a swelling 
in the right groin (three weeks before applying at 
the out-patient department) in the month of June, 
1899. This swelling in the groin followed, as he 
says, a “ dr}’ sore,” which occurred on the base 
of the glans penis. An incision was made, under 
gas, when “ matter and blood came away.” In 
July another abscess formed in the site of the 
wound, and this was opened. So that here we 
have a definite history of suppurative glandular 
mischief. After this the patient was quite well 
until the end of October,—that is to say, three to 
four months,—when he felt an aching pain in 
the right groin. This pain was followed by the 
gradual formation of a fresh swelling about the 
situation of the primary wound. This the patient 
had been poulticing three weeks before his admis¬ 
sion on Saturday, December 30th. He has had 
no other diseases or maladies of any great import. 
The patient has had the right index finger ampu¬ 
tated at the first phalangeal joint, but for what 
reason is not stated; probably, because of an 
accident. The temperature is raised at nights 
about half a degree above the normal. Above 
and below Poupart’s ligament in the right groin 
there is a large fluctuating swelling, fluctuation 
being transmitted from hand to hand on deep pal¬ 
pation. The swelling below Poupart’s ligament 
is slightly internal to that above. There is deep 
fluctuation and slight swelling all along the front 
of the abdomen as far as the anterior superior 
spine. The swelling in the thigh has an impulse 
on coughing, and is reducible. There is no red¬ 
ness of the skin, and nothing can be felt per 
rectum . 

As often happens in these cases, the history is 
very vague. But there is one point which is of 
great importance. The man has had, on several 
occasions previously, glandular abscesses in the 
groin, which makes us think in this case that the 
enormous abscess which I opened the other day 
may possibly be due to glandular disease—to 
disease of the deep glands of the thigh and pelvis. 
This is an obscure and, on the whole, a rare 
cause of abscess in the iliac fossa. 

The abscess, having formed slowly since Octo¬ 
ber, may well be classified as of the chronic 
variety. I shall speak about the diagnosis and 
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treatment of the chronic variety of iliac abscess 
later on. You have seen the method adopted, 
and we shall be the better able to discuss it when 
the result is known. I must first speak about 
iliac abscess of the acute variety. 

Let us take, for example, two very common 
varieties of acute iliac abscess, namely, abscesses 
in the iliac fossa after confinement, and abscess 
in the same region in appendicitis. We will 
speak of the last of these first, namely, the acute 
suppuration that accompanies the leakage from a 
perforation about the apex of the vermiform 
appendix. This is an abscess which you will find 
very common in practice. It is really very easily 
treated, and woe betide you if you neglect the 
symptoms or allow a patient suffering from it to 
u slip through your fingers.” A patient, gene¬ 
rally a young girl or a young man, will call you 
in one day, complaining of very sudden and 
violent acute pain in the right iliac fossa. Likely 
enough this has followed some sudden exertion, 
as at golf or football. The pain may be so bad 
as to cause the patient to cry out. Moreover, he 
will speedily vomit, the vomit being of a greenish 
colour; the temperature may be raised, and the 
pulse very quick and hard. Tenderness in the 
Iliac fossa will be so great that the patient will 
complain if you touch the part. The muscles are 
rigid and “ board-like.” He will lie in bed with 
the thigh somewhat flexed. Severe pain may be 
experienced down the cutaneous nerves of the 
thigh, and towards the end of the penis. As the 
case progresses you will find that a large inflam¬ 
matory mass will form deep in the iliac fossa, its 
limits being in the position I will show you on 
the diagram on the board. This somewhat oval 
swelling will be hard and exquisitely tender, the 
abdominal walls being rigid and resistent. The 
patient, meanwhile, has high fever, a red and dry 
tongue, while his pulse will continue rapid. He 
is very apt to vomit almost everything he takes, 
because the intestine about the caecal region may 
be inflamed and paralysed, and thus really 
obstructed from loss of contractile function. The 
condition of the bowels varies. Very often if an 
enema is given a certain amount of faecal material 
or flatus may pass away, giving great temporary 
relief. Now as the case goes on, if you leave it 
alone and do not operate, you will find that the 
skin over the iliac fossa will become of a dusky 


red colour; and, moreover—this is a very impor¬ 
tant matter—it will be cedematous, so that if you 
place your finger over the red swelling and exert 
a little pressure, you will find definite “pitting.” 
It is one of the fatal mistakes of practice to take 
this redness and oedema as an indication of super¬ 
ficial erysipelas, and to make small incisions, 
leaving a foul abscess undetected underneath. If 
the patient should survive, the abscess may cure 
itself by bursting into the intestine. In the olden 
days, when these abscesses were hardly ever 
touched, or touched only with great reluctance, 
bursting of the abscess into the intestine was one 
of the methods by which they were expected to 
get well. Rarely the abscess used to burst into 
the bladder, and for many weeks the patient might 
pass pus, or gas, or faecal material in his water. 
The pus also found its way externally, and unfor¬ 
tunately sometimes into the peritoneal cavity. 
Frequently the sufferer died from sepsis and 
exhaustion. The treatment of these abscesses by 
what is called “ the expectant plan,” is, therefore, 
hardly to be considered a successful one; it means 
in plain English leaving things to chance, and 
taking the credit if the patient happens to live. 

I have told you that these abscesses are gener¬ 
ally associated with high fever, very great pain, a 
quick, hard pulse, and all the signs of an acute, 
deeply-seated suppuration. But there are excep¬ 
tions to every rule, and it is a most curious fact 
that iliac abscess connected with disease of the 
appendix may not be associated with high tem¬ 
perature. The patient may have scarcely any 
fever at all. I wish especially to point this out 
to you, because it is not sufficiently known in prac¬ 
tice. On several occasions I have met medical 
men over these cases, and pointed out that there is 
a great brawny swelling in the iliac fossa which 
has been there for days, and that there must be 
pus deeply down beneath the fascia. I am nearly 
always met with the answer, “ But there has been 
no rise of temperature.” These abscesses are 
generally associated with quickness of pulse, some¬ 
thing like no to 120 per minute, and this is 
always a suspicious aiid grave sign of suppuration 
when an inflammatory swelling in the iliac fossa 
can be also felt 

Again, let us take another important variety of 
iliac abscess, namely, those associated with con¬ 
finements or uterine operations. A woman, 
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perhaps three weeks after delivery, will begin to 
have shivering fits and rigors, and her temperature 
rises, her pulse gets quick, her tongue foul, and 
she will perhaps vomit. There is great increased 
heat and local tenderness in one or other iliac 
fossa. Finally, a swelling can be plainly felt to 
one or the other side of the uterus, and this soon 
becomes perceptible as a brawny swelling above 
Poupart’s ligament. In such a patient the in¬ 
flammation goes on, and perhaps an abscess will 
form in the iliac fossa, the swelling being at first 
hard and brawny, and finally red and cedematous 
superficially, the appearance being very similar, 
indeed, to that connected with disease of the 
appendix. These abscesses may get under the 
iliac fascia, or may be situated in front of it. You 
cannot be quite sure what direction the pus will 
next take. 

Once more let me warn you not to mistake such 
abscesses for cellulitis, which will lead you to 
make incisions into th£ superficial parts, under the 
impression that they are diie to erysipelatous in¬ 
flammation of the soft parts. A swelling coming 
on like this in a few weeks can hardly be anything 
else but an acute iliac abscess. I say it can 
hardly be anything else if the history be reliable 
and accurate. But history is too often deceptive, 
and you have to remember the possibility of acti¬ 
nomycosis, and an inflamed sarcoma. Either of 
these conditions would, of course, simulate such an 
affection as an acute abscess very closely. They 
are excessively rare, and you are not likely ever 
to meet with a case of the kind. I shall allude 
to this subject again. Rapidly forming swellings 
in the iliac fossa with pain, tenderness, fever, and 
redness of integuments are almost sure to be 
abscesses. 

Now as to the treatment of acute iliac 
abscess. You will, every one of you, encounter 
these cases in practice; you have to remember 
that the all - important thing is not io let them 
alone too long without operation. You are aware 
that neglect in this respect has led to trials at law, 
and has caused grievous trouble and expense to 
medical men, besides grave loss of local reputa¬ 
tion and of practice. The mistake is more readily 
made because very often medical men imagine 
that in these cases you have to wait for the signs 
of fluctuation. You have observed, and perhaps 
have thought it curious, that I have not mentioned 


fluctuation in connection with acute iliac abscess. 
If you wait until you get anterior fluctuation, you 
have generally waited until the patient is on the 
brink of dissolution; you have waited until the 
fascia and muscles are destroyed by the abscess, 
and most extensive burrowing has taken place; 
perhaps the abscess has gone as high as the dia¬ 
phragm and also down into the pelvis. You 
have waited too long. Even if such an abscess is 
opened, the patient too often sinks from exhaus¬ 
tion and sepsis. There is only one situation where 
you may early find fluctuation, and I will draw 
special attention to this. You may discover fluc¬ 
tuation in an acute iliac abscess through the 
vagina or rectum. Always make a rectal examina¬ 
tion, and, with one hand above and the other 
below, you may detect elasticity or signs of fluc¬ 
tuation through the rectum or vagina when you 
will not appreciate it through the soft parts above. 
If you wait for the pus to burrow through all the 
abdominal muscles and fascia in front, think what 
destruction of the parts there must be before 
fluctuation can become evident. It is also most 
dangerous to mention fixed periods of time as 
guides to the opening of these abscesses, because 
what may be justifiable in one case may be 
highly risky in another. Progression of the sym¬ 
ptoms and increase of the swelling after the third 
day usually means the formation of deeply seated 
pus, and if you are in doubt, you had better 
operate. The exploratory operation for pus in 
the iliac fossa is easily enough accomplished. 
This is an operation of emergency. Some, perhaps 
all, of you in active work hereafter will certainly 
be called upon to undertake these cases, especially 
if you practise in districts away from the aid and 
advice of hospital surgeons. The way these 
abscesses are opened is as follows. The old- 
fashioned plan was to take a large trocar and 
cannula, and push it into the swelling. This is a 
method advocated even now; but it is one I do not 
like, for the simple reason that you never can be 
sure of the position of the intestine with regard to 
the abscess walls. By the diagram I have put on 
the board, you can see that coils of intestine are 
glued together and to the abscess cavity, and there 
is only a thickened layer of plastic lymph, which 
shuts off the pus from the peritoneal cavity. Now, 
if you take a trocar and push it into the swelling, 
you may very readily wound coils of intestine; 
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and I have no doubt this used frequently to be 
done. 

The right way of opening an acute iliac abscess 
is to make a curved incision near Poupart’s liga¬ 
ment, well over the inflammatory swelling. This 
is like the usual incision which is made for tying 
the external iliac artery; it comes well below the 
dome of the abscess. You have cut through the 
abdominal muscles layer by layer. You will find 
them very cedematous. If you can distinguish the 
peritoneum, strip it upwards with the finger, and 
as you are doing it your finger will suddenly pass 
into the abscess cavity. Often you will reach 
the pus before going so deeply. Out will come 
“ matter ” of such a horribly offensive nature that 
it will almost cause you to be sick, and, if in quan¬ 
tity, the odour will pervade the whole room. The 
stink of a large faecal iliac abscess is well known, 
and usually such communicates into the bowels, 
but not always. The pus is highly septic and 
dangerous, being full of the Bacillus coli , and also 
other organisms of suppuration. All sponges and 
other such materials used should be at once 
burned, and instruments most carefully disinfected 
afterwards. 

Now when an abscess is opened, you have 
merely to tear with your finger the fascia, and 
enlarge the hole sufficiently to put in an irrigator, 
and wash out the whole abscess cavity repeatedly 
with hot water and an antiseptic solution. I know 
of no better antiseptic solution than biniodide of 
mercury, which can be used to the strength of 
one in 2,000, or one in 4,000 if the cavity be very 
large. The solution is made readily by dissolving 
the well-known tabloids in warm water. You 
should go on flushing for some time, until the 
fluid returns fairly clear. Then you should insert 
two large drainage-tubes. The tubes generally 
used for this purpose are far too small. They 
should be at least the diameter of one’s thumb, 
and secured externally with safety-pins to ensure 
that they do not slip into the abscess cavity alto¬ 
gether—a very awkward accident, which happens 
more readily than you think. An abundant dress¬ 
ing of wood-wool and cyanide gauze must be 
applied, and frequently changed, as it gets sodden 
with profuse discharge. Many of these patients 
who have not been operated upon until the abscess 
has assumed a huge size are already exhausted by 
sepsis (auto-intoxication). They are apt to die of 


exhaustion after the operation, especially at 
night, or towards the very early morning. Good 
food and stimulants are therefore necessary for 
their support, and I am most urgent that a nutrient 
enema, with brandy, should be given about 2 a.m. 
Over the patient’s bed an irrigator should be sus¬ 
pended. In a private house away from London, 
a large bucket or slop-pail is as good as anything, 
and it should be filled with warm biniodide solu¬ 
tion (one in 4,000), and the nurse should be 
directed to put the nozzle of the irrigator into one 
of the tubes, and wash the abscess out by the 
other every three hours. The secret of successful 
treatment after the operation is to support the 
patient’s strength, and constantly irrigate the 
abscess cavity. A goodly number of these cases 
will get well. The patient may be in the “ typhoid 
condition,” with a dry cracked tongue, very 
febrile, and half dying. But he is, fortunately, 
generally youthful, and when one of these 
abscesses is opened, he will make what his friends 
almost consider to be a resurrection, and will in 
time get well. 

I strongly advise you, in large acute abscesses 
in the iliac fossa, with a patient almost dying of 
sepsis, never to investigate too far for the cause of 
the suppuration at the time of operation. It is 
seldom or hardly ever right, for instance, to try 
and remove a diseased appendix under these cir¬ 
cumstances. If you work about with your fingers 
to try and find a diseased appendix, the digit is 
very apt to slip through the feeble boundary of 
plastic lymph, and to enter the peritoneal cavity, 
which then may become infected with foul pus, 
and the patient die of general peritonitis. More 
over, .these *patients are often too ill to bear pro¬ 
longed operations of any kind. It is, therefore, 
generally quite sufficient to be satisfied with open¬ 
ing the abscess freely and irrigating it, without 
trying too persistently to find out the cause, or to 
remove any offending material. The tubes should 
be slowly shortened, and withdrawn inch by inch. 
A sinus may long remain, but it usually ultimately 
heals, even if faecal matter should pass. 

Having spoken about flushing and the insertion 
of two large drainage - tubes, and the excellent 
results this method usually gives, let me once 
more caution you regarding the prognosis of these 
conditions in elderly people. If an old person 
j gets a large faecal abscess, you must be very 
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cautious that it is not due to cancer of the intes¬ 
tine. If you say everything will now do well, and 
after a few months a cancerous growth shows it¬ 
self, you will be held to have made a grave mistake 
in the case. 

Having dealt with acute iliac abscesses, which, 
after what I have said, I think you will know how 
to diagnose and treat, we come to a very different 
matter, namely, chronic iliac abscess. Remember 
when I say chronic, I mean an abscess which has 
taken months to manifest itself. The history of 
onset of a chronic abscess about the iliac fossa, or 
about the groin, is often measured by months 
and not by weeks. These affections are, indeed, 
extremely insidious in their onset, and the earlier 
symptoms of the formation of chronic abscess 
about the pelvis or spine are dubious and doubt¬ 
ful beyond belief. I will try to describe to you 
what usually occurs. 

First of all, the patient almost invariably suffers 
from ill health of a vague kind. Instead of being 
active, if the subject be a child or young adult 
fond of play, he mopes; and if the patient be a 
man who is accustomed to play at football, or to 
cycle, or golf, he finds his health begins to fail; 
he tires very soon, and has aching pains about the 
back and loins of a vague nature. He may come 
in after a cricket match, for instance, and say, “ I 
shall not play at cricket any more; I feel so seedy, 
and I have a constant aching pain about my back 
and thigh.” The next group of symptoms in 
these cases are of still greater obscurity; they are 
nerve symptoms. The nerves are worried or irri¬ 
tated at their roots, and the pains are felt by the 
patients somewhere in the wide area of skin they 
supply. There is no diagnostic point of greater 
importance than this. As the abscess forms, it 
presses more and more on the roots of some of 
the nerves which come off about the diseased 
spine or carious pelvic bones. And thus a patient 
will begin to complain of obscure “ shooting or 
burning ” pains about the front of the abdomen, 
about the crest of the ilium, and over the buttock, 
and especially about the front of the thigh and 
testes, and down towards the back of the knee, in 
the distribution of the obturator nerve. Severe 
sciatica is found in some cases, especially when 
the pus burrows towards the sciatic notch. Un¬ 
fortunately these pains are almost invariably put 
•down by medical men to that diagnostic refuge— 


rheumatism. If the patient is a boy, such sym¬ 
ptoms are attributed by well-meaning, but ignorant 
friends, to “ growing pains,”—whatever this may 
mean,—and, unfortunately, this opinion is some¬ 
times endorsed by the medical attendant. And 
so the case goes on, with pains and numbness and 
other queer phenomena, towards abscess forma¬ 
tion. I must not forget to mention that you may 
also find anomalous bladder or rectal symptoms 
in these obscure cases. Sometimes the nerves of 
the bladder get implicated, so that you may get 
irritability of that viscus, or curious burning sen¬ 
sations about the rectum, and difficulties in the 
process of defaecation. Such symptoms, often 
with very good reason, puzzle us all. One says 
they are due to rheumatism, another pronounces 
in favour of ataxia, and another that the patient is 
“ hysterical,” or actually malingering. If he is an 
old soldier or a policeman, he may get severely 
treated on the latter hypothesis. If he be a 
schoolboy, he is often held to be deceiving with 
the object of shirking his work. I knew the son 
of a surgeon who suffered much from these vague 
symptoms. He could not work or play; he used 
to mope about. He had obscure pains in the 
back and limbs. He was held to be malingering, 
and he was treated with extreme “ firmness ” by 
his father, sometimes amounting to corporal 
punishment! Several surgeons of eminence 
failed to diagnose any disease. The end of this 
case was, that after about a year of massage, cold 
douches, galvanising, and harsh treatment, a large 
abscess suddenly showed itself in the iliac fossa 
and thigh, and then the case was only too clear. 
Ultimately a slight curvature appeared in the 
dorsal spine. I mention all these insidious asso¬ 
ciations of commencing early iliac abscess to point 
out and emphasise the cardinal rule in practice, 
namely, that if a patient should exhibit such 
symptoms, examine the movements of the spine, 
the regions of the sacro-iliac joints, and especially 
of the iliac fossa, by deep pressure. Have the 
morning and evening temperature taken with regu¬ 
larity and great accuracy. Do not pronounce 
rashly that there is nothing the matter. It is far 
better to say that you fail to find a cause for the 
symptoms, and must watch the progress of events. 

When the abscess at length appears, it usually 
does so with suddenness. This seems curious, 
but a moment’s reflection will enable you to see 
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why. During its early formation the pus is bound 
down by a thick fascia. It gets through under 
Poupart’s ligament and expands in the thigh, 
simulating a hernia. A man with an iliac abscess 
pointing in his thigh will tell you, for instance, 
that he was lifting a heavy weight, and all at once 
the swelling appeared. This, I fear, is used by 
those who rely too much upon patient’s history as 
a diagnostic test of hernia. The student goes to 
a patient with that unfortunate tendency to rely 
upon questions, and says, “ Did it come down 
suddenly or gradually ? ” The patient replies, 

“ It came suddenly, when I was lifting a weight.” 
The student at once concludes it is a hernia. 
These abscesses point generally below Poupart’s 
ligament, to the inner side of the vessels. They 
do not commonly reach to the tendo Achillis, 
though one or two famous cases have been quoted. 
There is very little pain or tenderness about them, 
and there may be little or no fever. If you look 
at the temperature chart of the case we are 
observing, you will see it has,been scarcely ever 
more than 99 0 to ioo° in the evening. Indeed, 
in the more cold and chronic variety of these 
abscesses there is no high temperature at all. 
So you have a fluctuating swelling passing out 
from under Poupart’s ligament, which has an 
impulse on coughing, which is reducible, which 
you can press back into the abdomen, filling the 
iliac fossa above. Therefore you are exceedingly 
likely to mistake it for hernia, and this is the 
error which is commonly made by students and 
in examinations. 

The diagnosis of this condition from hernia is 
very simple if you will only remember one rule. 
I always try to draw your attention to the reliable 
diagnostic points of cases, and there is one test 
which infallibly tells you whether you are dealing 
with a hernia or with an iliac abscess. If the 
abscess comes out by a narrow neck, passes under 
the femoral vessels, and bulges out into the 
hernial region as a swelling of the thigh, you have 
only to place one hand above Poupart’s ligament 
and the other below, and press deeply and firmly 
alternately, and you will then find that the iliac 
fossa is filled, and fluctuation from hand to hand 
can be plainly appreciated. In hernia the iliac 
fossa is empty, the rupture goes back suddenly, 
but no swelling bulges against your hand above. 
Other tests given in the books are as follows : 


firstly, that a hernia will be resonant on percus¬ 
sion, and an iliac abscess will be dull. This is a 
test which is not always easy to apply. It is not 
always possible to percuss a small hernia, especi¬ 
ally before examiners, and iliac abscesses some¬ 
times contain gas, and may therefore be resonant. 
Thus this method may only introduce doubts and 
difficulties. 

Another test mentioned is this. If you reduce 
the swelling and make the patient stand up, and 
then put your finger over the opening, pus will 
run dowm, but a hernia will not. This has an 
objection, that it is very difficult to apply in prac¬ 
tice, and is unadvisable in the case of females. 

Another distinctive sign which is given between 
hernia and iliac abscess pointing in the thigh, is 
the method of reduction. The books say that a 
hernia goes back with a gurgle, while pus goes 
back slowdy without a gurgle; but hernias do not 
always contain gas. Therefore the test I men¬ 
tioned to you first is the only certain means of 
differentiating between the two conditions. In 
the iliac abscess you get a full iliac fossa and fluc¬ 
tuation from hand to hand, and in hernia you do 
not. 

The next condition w r hich has to be diagnosed 
from these chronic abscesses is very rare, but also 
very’ important. I refer to a retro-peritoneal, soft, 
sarcomatous growth, filling the regions by the 
side of the spine, and the iliac fossa. A very 
soft, brain-like sarcoma, originating in the bones of 
the pelvis or spine, may be very like an iliac 
abscess. The temperature is often raised in these 
cases. I have known very high nocturnal fever 
occur, and this is naturally taken as a sign of the 
presence of pus. “ Nerve pains ” in these cases 
are severe and of a shooting, lancinating nature. 
Such pains always make me suspect the presence 
of a growth. Six months ago I received a letter 
from a medical man near London, asking me to 
come down to operate on a case of iliac abscess 
that he had in his practice. When I went down 
I found a woman of about fifty, with a large fluc¬ 
tuating swelling of the iliac fossa, which had also 
pointed on the buttock, and it was thought that 
the pus pointed both above Poupart’s ligament* 
and also had passed out through the sciatic notch* 
as sometimes happens. The swelling was a very 
tempting one to open, the temperature was raised* 
and the skin thinned and red. But she had one 
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sign which is not generally found in these chronic 
abscesses. There were in the abdomen one or 
two hardened masses, which I could feel on deep 
pressure, and which aroused my suspicion. How¬ 
ever, I did what I advise you to do in the case 
of such dubious fluctuating swellings : I aspirated 
with a very fine needle. To the great surprise of 
several we obtained nothing but bloody fluid. 
Having drawn off a bottle full of glairy san¬ 
guineous fluid, I pronounced the case to be one 
probably of sarcomatous cyst, and accordingly did 
nothing more, giving a very unfavourable pro¬ 
gnosis. The patient gradually wasted and died. 
A partial post-mortem examination discovered an 
enormous brain-like sarcoma, full of cysts, which 
had nearly destroyed the bone. I must emphasise 
the fact that this is a rare condition, so please do 
not think that every patient with a swelling in the 
iliac fossa has a soft sarcoma of the pubic bones. 
I had not seen an exactly similar case before in 
my life. Still, the fact remains that I was called 
to operate on an iliac abscess, and if I had not 
been cautious I should have landed myself in 
serious disaster. If you make an incision in such 
a case as this, haemorrhage will ensue most diffi¬ 
cult to arrest, and the wound will go on oozing 
till the patient sinks. Therefore please recollect 
that the certain differential diagnostic signs be¬ 
tween a soft brain-like, deeply-seated sarcoma, and 
an iliac abscess, are founded on the results of 
aspiration, and in cases of doubt always adopt 
this measure. 

I wish to draw your attention to the fact that 
there are exceptional cases of diffuse aneurysm of 
the iliacs or aorta which may closely resemble 
chronic abscess. These are exceedingly rare, but 
a mistake in such a case is so dreadful that I can¬ 
not help drawing your attention to it Here is a 
remarkable specimen, showing you exactly the 
condition I refer to. An aneurysm has eroded 
the vertebrae, forming a swelling by the side of 
the spine. When such an aneurysm becomes 
diffused, you get some signs of psoas or iliac 
abscess. One finds “ nerve pains,” achings in the 
back, and then a swelling will show itself with 
more or less suddenness in the iliac fossa, which 
means that a crack has occurred in the coats of 
the aneurysm, and that the blood has extravasated 
down behind the iliac fascia, forming a large 
swelling in the iliac region. How are you to 


diagnose this serious condition ? It is fairly 
simple if you recollect this: that the pain and 
distress in the formation of aneurysm is far greater 
than it is in abscess, and diffusion is associated 
with sudden severe pain of a very marked nature. 
In such a case, if you suspect aneurysm, which 
you would if you listened over the swelling, for 
you would hear a bruit, you must on no account 
make an incision. But mistakes have arisen, and 
in several cases patients have bled to death 
suddenly from an incision which has been made 
into the supposed iliac abscess. Such errors may 
be unavoidable. I have known such a swelling 
cut into from behind through the loin, and the 
operator, finding layer after layer of laminated, 
clot, recognised his error and closed the wound. 

I shall continue the subject of chronic iliac 
abscess in the next clinical lecture. And after 
speaking further of the diagnostic difficulties be¬ 
tween iliac abscess and other conditions, I shall 
spend some time in detailing to you the treat¬ 
ment of these chronic abscesses in the iliac fossa, 
especially when they point in the thigh. Per^ 
sonally, I have found it full of difficulties, and it 
has to be undertaken with much circumspection 
if avoidance of blame and ultimate success is to 
be obtained. 


A THURSDAY CONSULTATION 
AT ST. BARTHOLOMEW’S 
HOSPITAL. 


Mr. Walsham showed a male patient, who, in 
1892, was under the care of Sir Thomas Smith. 
The note taken at that time said that the patient 
had great pain in the stomach, in the middle line 
of the back, and that swelling gradually came on 
in the region of the pain. There was no vomit¬ 
ing, no jaundice, and no loss of flesh. There was 
a history that the patient had received a kick in 
the stomach from a horse one year previously. 
In 1893 the patient went into the hospital, and 
was under the care of Sir Thomas Smith. An 
elastic tumour, smooth and spherical, presented 
slightly to the right of the middle line above the 
umbilicus, moving with respiration, but separate 


Digitized by 


Google 




378 The Olinical Journal.] CONSULTATION AT ST. BARTHOLOMEW’S HOSPITAL. [April 4,1900. 


from the liver by a distinct band of resonance. 
The tumour was exposed and aspirated by Sir 
-Thomas Smith, and about one pint of altered 
blood was let out. The cyst walls were then 
sewn to the parietes and the wound drained. Six 
weeks afterwards the patient left the hospital, 
with the wound almost healed, and with no swell¬ 
ing. The diagnosis was a ruptured blood-vessel, 
and extravasation of blood into the lesser peri¬ 
toneal cavity. Since then the wound had never 
completely healed, though from 1896 to four 
months ago it had remained nearly dry. Since 
four months ago, however, there had been con¬ 
tinuous discharge from the site of the old wound, 
and pain in the lumbar region, chiefly the left. 
Beyond the facts stated, the patient had been very 
well in his health. He had not lost flesh, and 
did not appear any the worse for his ailment, 
except for the digestion of the skin by the fluid 
which emanated from the lesion, and the constant 
running of the discharge, which wetted his clothes 
and made him uncomfortable. The patient had 
not noticed that the flow was greater after meals, 
but exertion appeared to increase it. The fluid 
was clear, watery, alkaline, peptonised fibrins 
and converted starch into sugar, but it had not 
been determined whether it emulsified fats. The 
pathologists on this account came to the conclu¬ 
sion that it was most probably pancreatic fluid. 
Sir Thomas Lauder Brunton had suggested that 
the physiologists should be supplied with Some of 
the fluid for examination, and that had been done. 
The result of their report was that there was not 
sufficient evidence to exclude the possibility of 
it being transudation fluid from a cyst wall. On 
expiratory effort the abdominal parietes at the seat 
of the old operation swelled up into a distinct 
lump. Of course it might be a cyst, or it might 
be intestines bulging through the old wound, in 
favour of which view was the fact that it was more 
or less resonant. When the patient was given a 
Seidlitz powder, the stomach swelled up over the 
area bounded by a blue line drawn on the man’s 
abdomen. Mr. Walsham said he had not passed 
a probe because the opening could not be found, 
though it was clear there must be one, because of 
the escape of fluid. Even a hole sufficient to 
admit a bristle could not be detected. The fluid 
seemed to ooze from the skin in minute drops in 
several situations, and a test-tubeful could be 


collected in a few minutes. The skin around over 
an area of two or three inches was red, congested, 
and raw. Sir Thomas Smith said he had recently 
seen the patient, and remembered the case very 
well indeed. He came to the conclusion at the 
time he operated that it was a blood-cyst in the 
lesser peritoneal sac. They knew, continued Mr. 
Walsham, that some of these blood-cysts were 
formed by extravasation of blood into what was 
previously a pancreatic cyst. He reminded his 
colleagues that a year or two ago there had been 
a case in the hospital in which, after a cyst con¬ 
taining blood had been opened by Sir Thomas, 
the contents of the stomach and bile flowed out 
immediately anything was taken into that viscus. 
He (Mr. Walsham) was inclined to think that the 
present case was a pancreatic cyst, into which 
blood had been extravasated at the time Sir 
Thomas operated. He had no doubt that at the 
present time the fluid was pancreatic secretion, 
seeing that it was watery, alkaline, converted 
albumen into peptones and starch into sugar. 

With regard to treatment, Sir Thomas Smith 
suggested the same treatment as he had tried in 
the case just referred to, in which the contents of 
the stomach escaped into the cyst, seeing that that 
patient was absolutely cured in this way, namely, 
by binding the patient up as tightly as possible. 
This had been tried for a short time in the present 
case, and the patient had since been very much 
better, and the discharge had been less in amount 
Therefore Mr. Walsham’s feeling was to continue 
for some time longer binding the patient tightly. 
He would like to hear from his colleagues how 
they would suggest proceeding provided that 
treatment did not succeed. They knew that for 
the treatment of pancreatic cyst it was strongly 
advised that it should be opened and drained, and 
having opened it, if the finger could be passed 
through, that the drainage should be established 
from the loin. It was well to remember that the 
patient had had drainage for six years, and still 
the leakage went on. From his reading he found 
that, after such cysts were drained, it was not very 
uncommon for them to go on discharging for in¬ 
definite periods; therefore he did not see the use 
of making a larger opening, as it was already 
draining. As to dissecting it out, the results of 
that procedure had been lamentable, and he 
would not do it? unless he were most strongly 
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urged by his colleagues. If the pressure pro¬ 
duced by the tight binding was not effective, he 
would be inclined to leave it alone. 

Mr. Marsh said there must be very grave 
doubt as to what the origin of that cyst was. 
Still it did not make very much difference because 
it was a cyst now, secreting this large quantity of 
clear fluid. Whatever the cyst w r as, he thought it 
would be quite impossible to dissect it out. More¬ 
over, the cyst did not inconvenience the man much, 
and if was not absolutely necessary to do anything 
in the way of operation, especially bearing in mind 
the uncertain issue of operative interference, and 
the chance that the patient might succumb under 
it. Thus it became a question whether the 
bandaging should be continued as at present, or 
whether the uncertain procedure of opening the 
cyst over again and draining it should be resorted 
to. He did not think they could do better than 
continue the present treatment. If that treatment 
definitely failed, then the risks and probabilities 
of operation might reasonably be put to the 
patient; and if he consented, the cyst could be 
•opened and freely drained, and bandaging tried 
again, by which means the area of the cyst could 
be probably decreased. He did not believe the 
cyst would be obliterated. 

Mr. Bowlby agreed that it would be reasonable 
to treat the case in the way proposed by Mr. 
Marsh. As to the probabilities of the nature of 
the fluid, he entirely agreed with the pathologists 
that it was pancreatic fluid. He knew of no other 
cyst which could secrete this fluid, especially with 
anything like the same rapidity. He was dis¬ 
tinctly against an attempt to extirpate the cyst, 
knowing that such a procedure was likely to be 
fatal, though he would support the suggestion 
that it might be laid open and examined if neces¬ 
sary; but his feeling was that he was loth to 
interfere with it at all. 

Mr. Lockwood said the man’s trade was that 
of a butcher, and it appeared that beyond the 
discomfort caused by the constant wetting of his 
clothes, he was able to do his work. He thought 
it clear that the swelling which was produced 
when the patient strained contained intestine; 
it was quite resonant, and when pressing it 
back he could feel the hole through the 
abdominal wall through which the bowel came. 
He iried to feel for a pancreatic or other cyst, 


but could not feel anything definitely through the 
hole, so he believed it to be a pancreatic .fistula. 
He thought the fluid exuded was digestive fluid, 
and from the pathologists’ account it would appear 
to be pancreatic fluid. He suggested that if the 
patient did not get better under the present line 
of treatment, an exploration, without opening the 
peritoneum, should be undertaken to see what 
was the condition of affairs. Possibly it might 
be closed up by the application of electric cautery 
to the interior. If the patient could not do his 
work and was miserable, he thought operative 
interference was called for. 

Mr. Lockwood showed, for Mr. Willett, a 
woman beyond middle age, with an extensive 
excavating rodent ulcer involving the whole of 
the left orbit, from which the eye was absent. A 
portion of the nose and frontal bone had also 
been destroyed. The case was brought up for 
consultation, to determine on the propriety or 
otherwise of further treatment. The history did 
not bear much on the case, except that three 
operations had been performed, the last in Feb¬ 
ruary. He thought it hardly likely that the 
patient would be benefited by operation, because 
the likelihood was so great that the whole of the 
disease could not be removed. Still he thought 
it was quite a justifiable case to attempt. 

Mr. Walsham agreed that some of the diseased 
tissue would be left behind, but he did not think 
the case should be left in that condition. He 
would scrape it away again and again. If it did 
not eradicate the disease entirely it would keep 
it under. 

Mr. Bowlby thought it was a typical example 
of the rodent ulcer characterised by no tumour 
overgrowth. His experience was that such ulcers 
were of extremely slow growth. In such an 
advanced case as this he would not do anything. 


Varicose Veins of the Vulva.— W. E. Dar¬ 
nell reports the case of a woman, 42 years old, who 
had had eleven children m nine confinements. 
She usually remained in bed only three or four 
days after labour. Upon examination the labia 
were greatly enlarged by varicose veins; there 
were also knotted veins in each groin, and both 
legs were full of varicosities. While in this con¬ 
dition she was delivered of a child without any 
accidents occurring at the time of labour.— 
American Journal of Obstetrics , February, 1900. 
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CHAPTERS FROM THE TEACHING 
' OF DR. FREDERICK ROBERTS. 


AN OUTLINE OF THE METHODS AND 
OBJECTS OF SKILLED CLINICAL 
EXAMINATION. 

(1 Concluded from p. 364.) 


IV. Examination of Secretions, Excretions, 
Morbid Discharges, etc. 

It is particularly important at the present day to 
recognise as an independent and distinct part of 
clinical investigation the more or less systematic 
examination of the several materials coming under 
the above category. To describe such investiga¬ 
tion as a mere branch of “ physical examination ” 
is obviously wrong and misleading, for the 
methods employed are entirely different. While 
the course of procedure follows certain general 
lines, the details necessarily vary in each case. 

As regards the chest and abdomen, the chief 
secretions, excretions, or other materials which 
may have to be examined for clinical purposes 
include— 

1. Expectoration or sputum of all kinds, blood 
included; and in exceptional cases the expired 
air. 

2. Substances coming from the oesophagus or 
stomach, either discharged by vomiting or in 
other ways, or intentionally withdrawn. Investi¬ 
gation directed particularly to the gastric juice is 
now regarded as of much importance. Gaseous 
eructations are sometimes specially examined. 

3. Faeces or other alvine evacuations, as well as 
any discharges passed per anum. 

4. Urine and its admixtures. 

5. Fluids removed from serous cavities; or in 
certain cases gaseous contents withdrawn from 
these spaces. 

6. The contents of cysts or other limited accu¬ 
mulations of a more or less liquid nature. 

7. Purulent discharges, whether escaping by 
the normal passages, or through some abnormal 
opening, either formed spontaneously, or as the 
result of operation. 

8. Concretions and calculi of different kinds. 


9. Morbid growths, usually removed by opera¬ 
tion. 

The branch of clinical medicine which deals with» 
the materials just enumerated is in modern times 
assuming a more and more prominent position, 
and yet it is often, to all intents and purposes, 
neglected and ignored in ordinary practice, or the 
investigation is carried out in such a cursory and 
perfunctory manner that it yields no satisfactory 
or reliable results. Let it be clearly understood 
that, so far as may be required in the usual run 
of cases, such investigation is well within the pro¬ 
vince of any fairly competent medical practi¬ 
tioner, and the early scientific training of the 
modern student ought to serve him here in 
specially good stead, enabling him to go through 
the necessary examination without any difficulty 
and on rational lines. When some elaborate 
chemical analysis is called for under exceptional 
circumstances, or the application of scientific 
methods which require special training and 
experience, then the aid of suitable and com¬ 
petent experts should, of course, be obtained; 
but in this direction, also, there is a decided 
tendency nowadays in certain quarters to go too 
far, and to exaggerate the clinical value of “ patho¬ 
logical chemistry,” and other branches of so-called 
“ advanced science.” 

Taking a comprehensive view of the course of 
procedure which is called for in the systematic 
clinical investigation of fluids and discharges in an 
ordinary way, the points to be noted may thus be 
indicated : 

(1) The quantity, either discharged at one time,, 
or collected during a certain period, as of urine, 
sputum, vomited matters, etc. It is not uncom¬ 
monly desirable to collect the urine passed during 
the twenty-four hours, and not only to make a 
note of the total amount, but also to use a portion 
of the mixed specimen for further investigation. 

(2) The general appearance and physical cha¬ 
racters, observing what the materials consist of, 
colour, clearness or turbidity of fluids, consist¬ 
ence, and other points, as well as the odour in 
many instances. It is not uncommonly necessary 
to note What changes take place after they have 
stood for some time, if there is any deposit, etc. 

(3) The specific gravity of a fluid, especially 
the urine. 

(4) The chemical reaction, as usually deter- 
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mined by test-papers, which is often of great 
importance. It may also be desirable to note 
whether any changes take place in this respect, 
and their rapidity, the specimen being kept and 
^et aside for a while. 

(5) The results of chemical analysis. In the 
case of secretions and excretions this is carried 
out both in relation to normal constituents and 
abnormal or additional ingredients; and it has 
often to be quantitative as well as qualitative. In 
dealing with other materials the kind of analysis 
required must, of course, be determined by their 
nature. In the large majority of cases the chemi- 
~cal investigation demanded for clinical purposes 
comes within well-recognised limits, and presents 
no special difficulties. 

(6) The elements revealed by microscopical 
•examination, which necessarily vary essentially 
in different cases. This kind of examination is 
also, as a rule, quite simple and easy, if carried 
■out intelligently by any one who has been duly 
trained in the use of the microscope; but it does 
Tequire some attention, and should never be prac¬ 
tised in a casual way if its results are expected to 
be of any reliable clinical value. 

(7) The results of bacteriological investigation 
in all its bearings. The modem development of 
what may be conveniently termed “ clinical bac¬ 
teriology ” as an aid to diagnosis must be familiar 
to all, and it has an extensive and practical appli¬ 
cation in relation to the materials now under con¬ 
sideration. Up to a certain point clinical bac¬ 
teriology is within the capacity of the average 
practitioner, but for obvious reasons the kind of 
investigation required is often not in his line and 
beyond his powers. It has therefore become a 
common practice to send materials needing such 
investigation to a “ scientific laboratory ” or to an 
•expert “ bacteriologist,” and this practice may be 
commended for adoption as a general rule, as 
being both convenient and more reliable as re¬ 
gards the results obtained. When any such method 
of inquiry is at all likely to give useful and prac¬ 
tical information, whether positive or negative, it 
certainly should never be overlooked or forgotten 
at the present day. 

(8) The phenomena .revealed by certain scien¬ 
tific instruments intended for certain special 
purposes, namely, the spectroscope, and the polari- 
jscope or polarimeter. This kind of investigation 


applies mainly to the urine, and need only be men¬ 
tioned, as it is practically beyond the province of 
ordinary clinical examination. 

With regard to concretions or calculi and morbid 
growths, apart from their general observation, 
they usually require a more or less elaborate 
investigation — chemical, microscopical, bacterio¬ 
logical, or combined, as the case may be,—which 
therefore obviously stands on an entirely different 
footing from the ordinary routine of clinical 
examination, and every case must be dealt with on 
its own merits. The help of scientific experts is 
usually required to carry out the investigation of 
these materials satisfactorily, and this may afford 
valuable information for diagnostic purposes. 
Some attach importance to the examination of the 
expired air and other gaseous materials, mainly 
to determine their chemical composition; but 
under special circumstances with the aid of the 
microscope, or for bacteriological purposes. In 
my opinion too much weight should not be 
attached to the results thus obtained, and they 
really are seldom of much clinical value. The 
odour of gases often conveys most useful informa¬ 
tion as to the morbid conditions with which they 
are associated. 


V. Special Examination of Systems and 
Organs; Use of Instruments, etc. 

Certain organs and systems, in addition to the 
methods of examination already discussed, often 
require the application of special methods, and 
these not uncommonly involve the use of more or 
less elaborate instruments or apparatus of different 
kinds. The modem tendency is to add to these 
supposed “ aids to diagnosis,” mainly as the out¬ 
come of physiological research, but not a few of 
them are somewhat difficult or intricate in their 
working, so that they can hardly be employed in 
the ordinary routine of practice. Each is intended 
for some definite object or objects, and has to be 
separately studied and practically learnt. The clini¬ 
cal investigation of the stomach and intestines may 
call for the employment of differeait methods, apart 
from the use of instruments, but these cannot be 
discussed here. In further dealing with this part 
of the subject, I propose merely to give a general 
idea of the purposes for which the chief instru¬ 
ments and apparatus now in vogue are intended 
in relation to the chest and abdomen. Excluding 
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the more simple instruments already referred to, 
and the microscope, which, of course, is of very 
wide and varied application, these purposes may 
be thus generally indicated: 

1. To inspect internal parts with the aid of 
artificial illumination, either directly or by means 
of a reflector. The laryngoscope may give valu¬ 
able information in relation to chest affections; 
and the use of the ophthalmoscope may also be 
referred to in this connection, especially in rela¬ 
tion to renal disease and tuberculosis. Among 
the instruments more directly employed may be 
mentioned the endoscope, for examining the 
oesophagus, stomach, urethra, and bladder; and 
different kinds of speculum or other apparatus for 
inspecting parts per anunt and per vaginam. 

2. To determine with greater accuracy and pre¬ 
cision dimensions or size, outline, and shape or 
conformation, as well as movements; to amplify 
the latter for purposes of demonstration; or to 
record them graphically for future reference. 
The more elaborate instruments or apparatus 
coming under this category are employed more 
particularly in relation to the thorax, and for the 
study of the respiratory and circulatory move¬ 
ments. They include mainly the perigraph 
(Graham Browp), thoracometer, and various kinds 
of stethograph or stethometer; the cardiograph 
or other apparatus for investigating the move¬ 
ments of the heart or an aneurysmal pulsation; 
and the sphygmograph, for recording the pulse. 
It may be noted that, in order to obtain a correct 
representation of a surface or region, it may be 
worth while sometimes to take a mould of the 
affected area. 

3. To intensify sounds which are studied by 
auscultation. The phonendoscope has been intro¬ 
duced for this purpose, but it is not an instrument, 
in my opinion, suitable for ordinary use, and may 
certainly be very misleading. It might afford aid 
in exceptional and special cases, more particularly 
in the investigation of cardiac signs. 

4. To study particular points relating to the 
respiratory and circulatory functions and actions. 
The most useful apparatus coming under this 
head is the spirometer, for determining the “ vital 
capacity.” Others of less value are the pneuma- 
tometer, to measure the force of inspiration and 
expiration; the r rteriometer (George Oliver); 
and the sphygmomanometer or Oliver’s pi Ue- 


pressure gauge, to estimate the blood-pressure in 
the arteries. Several kinds of apparatus have 
been introduced which would come under this 
category, but, however interesting they may be to 
the physiologist, they are certainly of little or no 
clinical value. 

5. To explore tubes or hollow viscera, or to 
determine the presence and characters of certain 
abnormal contents. This kind of investigation is 
chiefly applied to the oesophagus and stomach, the 
intestinal canal, the urethra and bladder, and the 
female genital organs. It implies the use of such 
instruments as bougies, catheters, the tube of the 
stomach-pump, or sounds, and much of the infor¬ 
mation thus obtained is conveyed through the 
tactile sense, but it may be serviceable in other 
ways. Special methods are adopted under parti¬ 
cular circumstances, for dilating orifices or pas¬ 
sages, emptying or distending cavities, air-infla¬ 
tion, and other objects; but these cannot be 
referred to individually here, and each method 
must be studied in its practical relations. 

It needs but little consideration of the summary 
just given of the lines upon which clinical investi¬ 
gation by special instruments may be carried out, 
in relation to the chest and abdomen, to show 
that these differ widely in their practical utility. 
Some are obviously of essential service in suitable 
cases; others are really of little or no help to the 
busy practitioner, or they are merely of scientific 
interest, and at any rate they should never be 
allowed to take the place of the more simple 
methods of examination already discussed. It 
may be necessary to call in the aid of an expert 
or “ specialist ” in the use of instruments or appa¬ 
ratus demanding unusual skill, or even of a surgeon 
possessing manipulative dexterity of a particular 
kind. In dealing with individual cases, the aim 
of the practitioner should be to endeavour to 
realise intelligently and honestly what kind of 
investigation is actually needed, and if he cannot 
carry it out efficiently himself, to avail himself of 
the assistance of some one who can. 

VI. Examination of the Blood. 

Systematic examination of the blood, on 
rational lines, has in modem times rightly come to 
occupy a prominent position as a part of clinical 
investigation, under a variety of circumstances, 
and this may afford useful information in connec- 
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tion with certain thoracic, but more especially 
abdominal diseases. It is seldom now that any 
opportunity occurs for observing blood in quan¬ 
tity, to study its general appearance, consistence, 
colour, coagulability, and characters of coagulum 
and serum, which was common enough in the days 
of routine venesection, but in exceptional cases 
such observation might possibly be of service in 
the diagnosis of affections of these regions. It 
would be quite out of place to attempt to discuss 
here the different scientific methods applicable to 
the clinical examination of the blood, and it will 
suffice to remark that they include chemical 
analysis; microscopical examination, either simple 
or on more or less special lines, in relation to 
micro-organisms, etc.; and investigation by parti¬ 
cular instruments, namely, the haematometer, the 
hsemoglobinometer or haemometer, the coagulo- 
meter, the ferrometer, and the spectroscope. 
How far either of these methods might be of ser¬ 
vice for clinical purposes in suitable cases of 
thoracic or abdominal complaints must be left 
to individual judgment. A striking illustration of 
the diagnostic value of systematic examination of 
the blood is afforded by leucocythaemia in its 
different forms. 

VII. Examination under an Anaesthetic. 

The advantages of placing the patient under 
the influence of a general anaesthetic, chloroform 
being usually employed, in the examination of the 
abdomen under certain circumstances, though 
well known, are not always practically recognised 
as they ought to be. This method is far less use¬ 
ful and seldom indicated in the investigation of 
the chest The purposes for which it may be 
required come under the following categories: 

1. To prevent or mitigate pain which certain 
kinds of examination are likely to produce; and 
also to obviate the mental anxiety, distress, or 
sense of “ nervous shock ” which, for various 
reasons, not a few patients feel, especially sensitive 
females. This purpose is not only of direct advan¬ 
tage, but not uncommonly facilitates the investi¬ 
gation considerably, and enables it to be carried 
out much more satisfactorily and thoroughly than 
it otherwise could be. 

2. To produce muscular relaxation or tem¬ 
porary paralysis. This is an important point 
where the muscles of the walls of the abdomen 


become rigid and tense under palpation, thus not 
only interfering with the exploration of under¬ 
lying structures, but sometimes even simulating 
actual morbid conditions within the abdominal 
cavity. Another most useful and practical appli¬ 
cation of this object is to paralyse certain sphinc¬ 
ters, so as to enable cavities or canals to be 
properly and efficiently explored by digital or 
manual examination, or by instruments. 

3. To help in the performance of operations 
which may be required for diagnostic purposes, 
though some of these operations have to be done 
without such help, it being necessary for the 
patient to be conscious at the time. Under such 
circumstances a local anaesthetic may be of much 
service in preventing pain. 

4. To demonstrate the nature of a peculiar form 
of enlargement of the abdomen, the so-called 
“ phantom tumour,” which immediately subsides 
when the patient is under an anaesthetic, but 
returns as consciousness is becoming restored. 


VIII. Operative Procedures. 

Apart from the use of instruments already re¬ 
ferred to, which may call for the help of a surgeon 
possessing manipulative skill of a particular kind, 
different operative measures, often simple and 
practically free from danger, but sometimes of a 
formidable character, are now duly recognised as 
a means of diagnosis, even in medical cases, and 
these should be classed as a distinct branch of 
clinical investigation. Of course they are only 
indicated under exceptional and special circum¬ 
stances, and no operation for merely diagnostic 
purposes ought to be performed without careful 
and conscientious consideration of each individual 
case. According to the object aimed at, the 
following are the procedures which may be re¬ 
quired in appropriate cases in relation to the 
thorax or abdomen. 

1. It is not uncommonly necessary to use some 
exploring apparatus—the exploring needle, hypo¬ 
dermic syringe, trocar and cannula, or the aspira- 
teur —for certain definite purposes, and as a rule 
this measure can be practised without any special 
surgical help. In the large majority of cases it is 
intended to determine whether fluid is present in 
a serous cavity, as well as its nature, especially 
when doubtful, some of it being withdrawn for 
examination. Investigation from this point of 
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View may give valuable negative, as well as posi¬ 
tive, information, as showing that we have not to 
deal with a suspected accumulation of fluid, but 
with a solid material. Exceptionally a similar 
principle is applied to examination for a collec¬ 
tion of gas in a serous sac. Formerly exploration 
was much practised for the investigation of the 
contents of cysts and other limited accumulations 
of fluid, but many now object to this method in 
such cases, for different reasons. Another impor¬ 
tant purpose which deserves separate notice and 
attention is to search for obscure collections of 
pus. It may be noted that paracentesis of serous 
cavities is often of material help in diagnosis, by 
enabling more satisfactory' examination to be 
made, especially tactile, of organs or morbid con¬ 
ditions which had been previously obscured by 
the fluid. 

2. Under certain circumstances it is not only 
permissible, but may be imperative, to open more 
or less extensively either the chest or abdomen, 
but more particularly the latter cavity, in order to 
•explore its contents more fully and definitely. 
Laparotomy is at the present day by no means 
infrequently performed for diagnostic purposes in 
doubtful or obscure cases, and the results are 
'often highly satisfactory. In some instances the 
operation is directed to a particular organ or 
•System, such as the stomach or intestine, the 
kidney or ureter, the hepatic system, especially 
the gall-bladder and ducts, or the female genera¬ 
tive organs. It not uncommonly happens that 
morbid conditions are revealed quite different from 
those which were anticipated, or other patho¬ 
logical changes are found in addition to those 
which the operator expected, and these may 
materially alter the practical aspects of a case in 
relation to prognosis and treatment. 

3. Another purpose of operative interference is 
to obtain portions of solid morbid materials, 
mainly growths, for pathological investigation, so 
as to determine their actual nature. This may be 
a simple matter, and at once clear up any diffi¬ 
culty in diagnosis; but in many instances the 
help of a skilled practical pathologist is required 
for a reliable diagnosis. 

IX. Special Modern Methods. 

Clinical bacteriology would certainly come 
under this category, but it has already been re¬ 


ferred to in other connections and need not be 
further dealt with in this communication. The 
use of photography and lantern slides may be 
mentioned as highly serviceable for recording 
particular points, and the results can be employed 
for subsequent demonstration or comparison. 
Skiagraphy, or the use of the “ Rontgen ray,” is, 
however, the method of investigation which de¬ 
mands special notice under this head. I shall not 
attempt to discuss here its practical application in 
relation to the diagnosis of morbid conditions of 
the chest or abdomen, and will only remark that 
if in any doubtful or obscure case it is likely to 
clear up the difficulty, the Rontgen ray apparatus 
ought certainly to be utilised,—of course, with 
the aid of a practised expert In my own experi¬ 
ence it has now and then proved of much value; 
but in somfc really difficult cases has disappointed 
me. In addition to revealing morbid conditions 
not otherwise to be detected, skiagraphy may be 
decidedly helpful in the recognition of certain 
diseases in their early stages, and in giving fuller 
and more detailed information as to the actual 
conditions present in particular cases. 


The Medical Annual and Practitioner’s 
Index for 1900, published by John Wright & Co., 
Bristol, has now reached its eighteenth year, and 
worthily upholds its reputation for containing 
original and interesting communications from our 
best writers on subjects which are either novel, or 
which have been raised to importance by recent 
research. The further usefulness of this admirable 
work of reference for medical practitioners in 
supplying in a condensed and well-arranged form 
the information which appears in current medical 
literature has been widely recognised, and the 
many readers of this volume will welcome the 
ample space which has been accorded some 
diseases, the details concerning which required 
bringing up to date, and which, if confined to a 
collection of abstracts, would not have been dealt 
with in the most satisfactory manner. Nothing 
but praise can be awarded to this excellent book, 
well printed, excellently illustrated, and last, but 
not least, carefully and intelligently indexed. 
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THE RELATIONSHIPS BETWEEN 
ANAESTHETICS AND INSANITY.* 

BY 

G. H. SAVAGE, M.D., F.R.C.P., 

Physician to, and Lecturer on Mental Diseases, Guy’s 
Hospital. 


Gentlemen, — I feel my responsibility in address¬ 
ing a body of skilled specialists on a subject very 
nearly connected with their own work, yet I 
believe that from the special field in which I w T ork 
something may be gathered which may be of ser¬ 
vice to you, and, as a consequence, I have 
accepted the flattering invitation which I received 
to speak on the relationships which I have noticed 
to exist between anaesthetics and insanity. 

I shall divide my subject as follows: first, anaes¬ 
thetics as causes of insanity; secondly, the forms 
of insanity following the use of anaesthetics, and 
the form of anaesthetics administered ; and next I 
shall refer to the effects of anaesthetics on those 


already insane, and I shall finish with practical 
suggestions as to the propriety of administering 
anaesthetics to the highly neurotic or insane. 

Anaesthetics as possible causes of insanity. I 
start with the axiom that anything which will pro¬ 
duce temporary suppression or alteration in mental 
functions may cause more lasting disorder of these 
functions. Anaesthetics may produce delirious 
excitement and mania, or insensibility and stupor. 

There is no doubt that anaesthetrcs are rarely, 
if ever, more than the exciting causes of insanity, 
and then only in predisposed subjects. They may 
produce it in highly neurotic patients, in those 
who have had previous attacks, in those who are 
subject to recurrent attacks, and in some who are 
degenerating from age or intemperance. 

Anaesthetics may only be the exciting cause, 
being associated with other causes in the opera- 

# An Address delivered before the Society of Anaes¬ 
thetists to open a Discussion “ On the Relationships be¬ 
tween Anaesthetics and Insanity.” 
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tion which has been performed. I am inclined to 
think that abdominal operations and those about 
the bowels or the pelvic organs seem to be more 
dangerous in this respect than those about the 
extremities or even the head. 

You understand I do not wish to dogmatise, 
only to sum up my own experience. 

Another associated or predisposing cause in 
several cases which have come before me, has 
been prolonged suffering and concealment of the 
disease, when the wear of waiting and the dread 
of the truth have banished sleep and kept up a 
constant nervous worry. Such cases are those of 
women who have concealed, till too late, tumours 
in the breast or of the womb which prove to be 
malignant. I would say here, in passing, that some 
consider that there is a special predisposition to 
neurosis among those who are subject to cancer. 

I cannot speak on this. Mr. Stephen Paget has 
written on the subject. I have met with cases in 
which it was almost impossible to say whether the 
insanity was due to the anaesthetic alone or to 
some local dressing, such as iodoform. I have 
met several instances in which the mental disorder 
did not follow immediately on the operation, but 
within a day or two, and in some of these cases 
the iodoform dressing might have had something 
to do with the trouble. I have seen several cases 
of insanity following the use of this dressing, the 
mental symptoms passing off when the drug was 
discontinued. 

On the last occasion I had the pleasure of 
attending one of your meetings, the question raised 
was the relative advantage of one anaesthetic over 
another in special cases; I then said I had no 
experience of special danger from any one of the 
anaesthetics. This I repeat now. 

I have seen acute mania, of a very hysterical 
type, following the use of gas for a dental opera¬ 
tion. One patient, a sister of a religious order, 
went to the dentist, who gave gas and removed 
several stumps. The nun went back to the con¬ 
vent, and at once began to behave much as if 
she were drunk. She familiarly dug Reverend 
Mother in the ribs, and called her “ old girl.” 
She shouted, sang songs (not of a religious type), 
and so upset the place that I was called to see 
her. Thus without any interval, maniacal excite¬ 
ment, which lasted for nearly two weeks, was 
started by gas. I have seen several cases in which 


the disturbance strongly resembled that of alco¬ 
holic intoxication, and which passed off in the 
course of a few hours. 

I have seen mania follow within a few hours of 
a simple operation performed under some anaes¬ 
thetic, and this mania has continued for varying 
times. 

In relation to anaesthesia during delivery, there 
has been a frequently repeated statement that 
persons have broken down mentally after the use 
of chloroform during parturition. I rather looked 
upon this as a myth, but I have met with at least 
two cases of multipart. who, having had chloro¬ 
form during certain deliveries and not in certain 
others, have broken down mentally in the instances 
in which they had chloroform, but not in the 
others. In only one of these cases were the con¬ 
ditions of the experiment quite clear; for in the 
first the woman had chloroform with her first 
child, and had an attack of puerperal mania. She 
then had a large family of children without any 
anaesthetic being used, without any insanity fol¬ 
lowing, till after an interval she had her last child 
and again broke down, chloroform having been 
given. Here we had mental disorder following 
the first birth, recognised as the most dangerous; 
and after the last, when the mother was approach¬ 
ing the menopause, again a dangerous period. In 
the other case there were two attacks of insanity 
following deliveries with anaesthetics, and several 
attacks without anaesthetics. 

As I have already said, anaesthetics may start 
mania or some other form of mental disorder, but 
I have no recollection of any case which had not 
had a previous history of insanity becoming melan¬ 
cholic or subject to organised delusional insanity 
with hallucinations after their use. 

Stupor may follow anaesthesia. In one case an 
elderly clergyman had some operation for removal 
of epithelial growth from the rectum, and instead 
of waking from the anaesthetic he passed into a 
state of stupor or partial dementia; he took no 
notice of anything about him; he was automatic 
in all he did; there was no aspect of melancholia, 
but complete loss of will-power. For this he was 
sent to an asylum, where he remained for over a 
fortnight without any change taking place. He 
seemed in good general health, but quite stupid 
and silly. I did not believe his friends when they 
told me he was a brilliant preacher. I sent him 
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home believing him to be simply an elderly 
dement. Some weeks after a bright-looking man 
came into my study and asked me if I did not 
remember him. I own I did not, for the man 
was utterly unlike the stupid man I had so recently 
discharged from the asylum. He described it 
himself thus, that he had only just wakened from 
what seemed to be a long dream. 

Next I have a few words to say on the effect of 
anaesthetics on those who have had previous 
attacks of insanity and on those who are very 
neurotic. A lady of weak mind, who had had 
several acute attacks of insanity, each of which 
had left her mentally weaker, developed cancer of 
the breast, and I was asked if the operation might 
be safely performed. I said “ yes,” but within a 
very short time—in fact, within an hour or two of 
her recovery from the anaesthesia—she exhibited 
mania of a violent type, which rendered the treat¬ 
ment of the wound difficult. The attack lasted | 
for several months, being, in fact, a repetition of 
similar attacks which she had had before, but 
which depended on other exciting causes. 

In several other cases I have known similar 
effects. In one a girl had a very sharp attack 
of delirious mania, from which she recovered, but 
with contraction of one knee; this caused her in¬ 
convenience, and she was anxious to have it 
straightened. I hesitated to allow this to be done, 
but after some two or three years she insisted, and 
it was done without my knowledge under chloro¬ 
form, and the patient passed from the unconscious 
state to one of mania* which lasted for some 
weeks. These cases are examples of the dangers 
which may arise in administering anaesthetics to 
those who have had previous attacks of insanity, 
and to those who are subject to recurrent out¬ 
breaks. Though the highly neurotic may be more 
liable to nervous break-downs after the use of 
anaesthetics, yet I have no examples of such occur¬ 
ring apart, as I say, from previous attacks, and 
therefore I feel that I must be careful not to dog¬ 
matise about the simply neurotic without real 
experience. 

I may here mention a very interesting instance 
which I have published elsewhere. I11 this case a 
man who had not been temperate, and who had 
been leading a hard and trying life, returned to 
England from Africa suffering from mania. He 
was very violent, and managed to smash the 


wooden window of his bedroom, at the same time 
seriously bruising his right hand. This hand 
became so swollen and painful, that it was thought 
wise to put the patient under chloroform while 
examination was made to see if there were any 
fractured bones. I may say that, as is not unusual 
with severe pain and inflammation of the hand, the 
patient lost all his maniacal excitement, and also 
his delusions; but no sooner had the pain been 
removed by the anaesthetic than he at once began 
to rave in the same language, with the same ideas, 
as before the injury’ to his hand. Once more 
recovering from the chloroform, he was quiet, and 
it was only again after the recovery of the local 
inflammation that his mania returned in full force. 

I have tried in old days the effect of giving 
chloroform in cases of prolonged sleeplessness, in 
mania, in melancholia, and also in cases in which 
there was a prolonged “ status cpilepticus ,” such 
as in general paralysis of the insane, or in epilepsy. 
In melancholia I have seen no good done ; nor 
h^ve I seen any harm. In mania, where there 
were signs of failure from exhaustion, I have seen 
some good follow for a time ; but I have never seen 
the maniacal attack cut short by this means. In 
one case after keeping the girl under its influence 
for hours, so as to give peace to the ward and try* 
the effect of anaesthesia in a case of a healthy, 
strong patient, who was hysterically maniacal, no 
evil followed, but the instant consciousness was 
returning the symptoms reappeared, and the half¬ 
conscious girl extended her fingers to her nose 
when she heard my voice. 

In the insane, then, I cannot say I have seen 
the insanity affected, except for the time, by the 
administration of anaesthetics. 

Next as to operations on the insane. If the 
patient is insane, whether he is suffering from ex¬ 
citement or depression, he, as a rule, bears the 
anaesthetic well, and the operation also. I fear I 
cannot say whether one form of anaesthetic is to 
be preferred to another in such cases. The real 
point will be more surgical than anything else, as 
to whether the patient can readily be controlled 
after the operation, or whether excitement lead¬ 
ing to complications will arise. I would go one 
step further, and say that even in advanced 
organic disease of the brain, such as general para¬ 
lysis of the insane, I would advise an operation, 
if it is otherwise advisable, for I have seen such 
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patients pass into states of remission after opera¬ 
tions, though I have been unable to explain the 
coincidence. 

To sum up, then, an anaesthetic may cause in¬ 
sanity ; it may relieve for a time in a few maniacal 
cases ; it may be given to the insane with impunity 
as a rule when operations or examinations are 
necessary; but there is danger it may lead to a 
fresh attack of insanity if it is given to patients 
who have had previous attacks of insanity, and to 
those who are subject to recurrent insanity of any 
form. 


Dilatation of the Stomach.— Ky Drs. J. H. 
Musser and J. D. Steele (‘Amer. Journ. Med. 
Science,’ cxix, 2, p. 125). The author’s conclusions 
are as follows : 

1. The symptoms upon which most reliance 
can be placed in determining the presence of 
gastric motor insufficiency are : a. The presence of 
fluid and food in the stomach fasting overnight; 

b. the ready entrance of fluid through the tube 
and difficulty in the return flow; c . the absence of 
visible gastric peristalsis; d. evidences of fermen¬ 
tation and intoxication by the products thereof; 

c. thirst, and /. scanty and concentrated urine. 

2. In determining the position and size of the 
stomach, by far the most certain method has been 
inflation by air through the stomach-tube; auscul¬ 
tatory percussion, Dehio’s method, and determin¬ 
ing the capacity of the stomach by the amount of 
water required to produce a sense of fulness, 
while signs of value may lead to error. 

3. It may be inferred from the somewhat small 
number of cases reported by the authors that the 
condition is not uncommon in students. An 
analysis of the aetiological factors is as follows: 
a. Myasthenia caused by chronic gastritis from 
abuse of alcohol and tobacco, four cases; b. myas¬ 
thenia from deficient innervation, two cases; 
r. myasthenia, probably of congenital origin, one 
case; d. myasthenia occurring in the course of 
acute disease, one case. 

The Post-Graduate , March, 1900. 
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TWO CLINICAL LECTURES 

ON 

ACUTE AND CHRONIC ILIAC 
ABSCESS. 

Lecture II. 

Delivered at St. George’s Hospital, February 6th, 1900, 

BY 

A. MARMADUKE SHEILD, M.B., F.R.C.S. 

Gentlemen, —You will remember that last time 
we met we considered the causation, diagnosis, 
and treatment of the more acute kinds of abscess 
in the iliac fossa, and I then had only just time 
to commence the subject of chronic abscess. You 
will recollect that I spoke to you about the dia¬ 
gnosis of chronic abscess passing from the iliac 
fossa into the thigh from femoral hernia, and that 
I spoke to the effect that chronic or subacute 
abscesses, which pass down behind the peritoneum 
into the iliac fossa, and sometimes into the thigh, 
have also to be distinguished from other affec¬ 
tions, which may, indeed, closely resemble them. 
I mentioned to you diffuse aneurysms and soft 
growths as retro-peritoneal sarcoma. More rarely 
still great hydatid cysts or huge bursal swellings 
about the hip-joint may give diagnostic trouble. 
Lastly I must mention that disease which I dare 
say you have all heard of but not often seen, 
dependent on the growth of the “ ray fungus ” 
—actinomycosis. Recollect that all these various 
conditions are rare, but at the same time to mis¬ 
take one for the other may be so serious that you 
are bound, in the diagnosis of chronic abscess in 
the groin and iliac fossa, to take them into con¬ 
sideration. 

I have already spoken about the difficulties of 
diagnosing these abscesses from a soft sarcoma¬ 
tous growth. On this subject I would say a little 
more. Soft sarcomatous growths behind the 
peritoneum may originate in the bones, in the 
kidney, or supra-renal capsule, or be secondary 
to a growth below, more especially perhaps in the 
testis. One of the most remarkable cases of 
retro-peritoneal sarcoma I have ever seen was 
secondary to a small nodular growth in the testis. 
The diagnosis of sarcomatous growths behind the 
peritoneum usually depends on the following cir- 
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cumstances: firstly, the increase of the swelling 
is progressive, and the nerve pains are, as a rule, 
far more severe than they are in abscess. If ever 
you have a slowly-forming dubious swelling be¬ 
hind the intestines with very severe pain, espe¬ 
cially pain shooting down the course of the last 
dorsal or along the ileo-inguinal nerves, it is more 
likely to be sarcoma than abscess. The pains 
attending the formation of a chronic abscess are 
troublesome, but they are often vague and slight, 
very likely to be ignored or mistaken. Chronic 
abscesses are not associated with the “ flashes ” of 
agony which cause the patient to moan, or cry 
and clamour for morphia. And this is often the 


ture, and rigors, and sweats, and all the signs 
which we are accustomed to look upon as indicat¬ 
ing suppuration. Attacks of phlebitis and throm¬ 
bosis of the femoral or other vein often also come 
on. Here is a twenty days’ temperature chart, 
taken from a patient of mine, a young man aged 
thirty-five, who died from a retro-peritoneal sar¬ 
coma, secondary to a growth in his testicle. You 
will be surprised when you look at this chart, 
because you may think that with such a tempera¬ 
ture suppuration must be associated. You are 
generally right, yet not always. And in some 
cases of malignant growths, especially when of 
very rapid growth, some material enters the blood 



Temperature Chart of a case of retro-peritoneal sarcoma, with multiple venous thrombosis. 


case in sarcomatous growths about the front of 
the spine. If doubts exist—they often do in 
matters of such diagnostic difficulty—you will find 
that an aspirator passed into the swelling in the 
case of sarcoma will bring out bloody or glairy 
fluid and oat-shaped cells, and not pus. The 
aspiration should be done from the loin. Sooner 
than aspirate through the abdominal cavity I 
would advise exploratory incisioIt is far safer. 
The temperature does not settle the question of 
the diagnosis between sarcomatous growth and 
deeply-seated abscess. On the contrary, in a soft 
brain-like sarcoma progress of the disease is often 
attended with rises and intermissions of tempera- 


which gives much the temperature of sepsis. I 
want specially to call your attention to this point, 
because otherwise you might readily mistake the 
case for one of deeply-seated abscess. I may 
here state that I cannot explain the matcrics 
morbi shed into the blood in these growths 
which produces fever. I know positively that 
the growths need not be ulcerated or septic to 
cause the phenomena of fever. 

Finally, recollect that these cases are exceedingly 
rare, and diagnostic difficulties only occasionally 
occur, and you may go through a loqg period of 
practice without ever seeing instances of such 
obscure maladies. 
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I need not speak of the differential diagnosis 
of hydatid cysts and large bursal cysts in connec¬ 
tion with the hip. You may possibly never meet 
with such cases. If you do, the certain diagnosis 
from a large chronic abscess is often only to be 
made by careful aspiration. In the case of a huge 
bursa, this must be done with the most elaborate 
cleanliness. 

But I would say a few words about the affection 
known as actinomycosis. This disease is pro¬ 
bably more common in the right iliac fossa than 
has generally been credited. The growth de¬ 
velops in the cellular tissue around the caecum. 
Probably the parasite is swallowed, and may lodge 
in the appendix. In one case I know of, the 
patient was constantly in the habit of sucking 
straws when he visited his stable. Actinomy¬ 
cosis produces a very curious condition, and the 
only way in which you can diagnose it from 
chronic abscess or sarcoma is by observing 
whether there are any of the yellow sulphur-like 
granules in the discharge, which present the well- 
known rosette-shaped structures under the micro¬ 
scope. Now, in my experience, these granules are 
often absent, or so few that any one may miss 
them, even on close inspection. The way in 
which I may best sum up the diagnosis of acti¬ 
nomycosis is as follows. If ever you have a case 
of swelling in the right iliac fossa, which one week 
or one month you take to be an abscess, and 
another time you pronounce to be sarcoma, such 
a case will probably turn out to be actinomycosis. 
This disease is essentially suppuration associated 
with soft neoplastic growth. You find in the iliac 
fossa a great mass of soft “ granulation ” tissue, 
like sarcoma. Such you will probably pronounce 
it to be. Then one fluctuating spot appears and 
a quantity of pus comes out. Next you probably 
think the case is one of abscess. But if now the 
discharge or portions of the caseating tissue are 
examined with the microscope, the “ ray fungus ” 
will likely enough be found. A significant num¬ 
ber of cases of actinomycosis around the caecum 
have been recorded, and you will please to re¬ 
member that the disease is important to recognise, 
because if you do identify it, curetting with a 
sharp spoon and giving large doses of iodide of 
potassium may possibly cure. 

It is not needful to say any more about the 
diagnosis of chronic abscess. All caution has 


been inculcated, and with care you will seldom 
go wrong. 

Now we must pass on to the all-important ques¬ 
tion of treatment. You will recollect at the last 
lecture I told you that the treatment of acute 
abscess in the iliac fossa was generally satisfac¬ 
tory; that you merely had to make an incision, 
evacuate the pus, and wash the abscess out freely; 
and that such cases generally got well, because 
they were dependent upon a definite source of 
sepsis, which was removed by the operation. 
Such instances are suppurating appendices, or 
suppuration in the cellular tissue of the pelvis 
following parturition. But the treatment of 
chronic abscess, on the contrary, is fraught with 
difficulties, and particularly for the reason that a 
large number of these formations of pus are 
associated with caries and necrosis of bone. This 
is a source of great trouble. The carious bone is 
often deeply seated. It may be in the neighbour¬ 
hood of the sacro-iliac joint, or in the lumbar or 
dorsal vertebrae; in situations, indeed, where 
extensive operating is out of the question. There¬ 
fore recollect that if you open one of these 
abscesses in the ordinary way, evacuating the pus 
and putting in a tube, you are immediately plac¬ 
ing yourself in a grave and responsible position. 
I speak very forcibly to you about this, because 
these abscesses are very tempting things to open. 
You may hereafter have a young patient or a 
child under your care who has a large fluctuating 
swelling in the groin, passing under Poupart’s 
ligament. It increases day by day, perhaps with 
a certain amount of fever, and the skin over it will 
get reddened, and it will almost “ point.” It is 
very easy to give that young person or child a 
little chloroform, and open what you feel sure is 
an abscess. A large amount of pus will stream 
out, and your cleverness will probably be esti¬ 
mated by the ignorant relatives in due proportion 
to the amount of pus they see carried down stairs. 
The more pus the more wonderful the doctor! 
The quantity of pus will shortly be magnified into 
pints, and so in a short time you will be consi¬ 
dered the most learned doctor in the parish! But 
wait for a few weeks, and you will find that the 
opening which you have made, and into which 
you have put your tube, w r ill not close; that the 
discharge comes through it day and night, effec¬ 
tually soaking your dressings, and breaking 
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through your feeble antiseptic barriers. The 
patient will begin to waste, the temperature will 
get hectic, and you become perfectly tired of 
perhaps a long drive and dressing the wound day 
by day for weeks or months. The end of the 
case is that the patient succumbs, either with 
general tuberculosis or bedsores, or becomes the 
victim of lardaceous disease. You will then un¬ 
fortunately find towards the end of the case that 
you will be blamed as bitterly as you were praised 
at first. In our profession undeserved praise and 
unjust blame go hand in hand. Everybody will 
finally say that the child has been worse since the 
operation, and gradually sank after it This is 
not an exaggerated history of what generally 
happens in the opening of one of these chronic 
abscesses connected with carious bone in the 
spine or pelvis, and putting in a drainage-tube. 
If, therefore, you are going to treat these cases 
by the open method and drainage-tube, you will 
have to be elaborately careful about antiseptics 
and dressings. The strictest antiseptic precau¬ 
tions will have to be observed at the time, and 
kept up with pertinacious care afterwards. You 
may have to dress the case and wash out the 
sinus daily for months. Even then, too often, 
error creeps in. As a fact, it is a matter of 
immense difficulty to keep these large abscesses 
aseptic if they are opened and drained near the 
groin or inside of the thigh. If you do not 
credit what I say, you have only to go into any 
hospital and watch the results of chronic spinal 
abscess treated in this way. When once the cavity 
of these abscesses gets septic, the death knell of 
the patient is too often sounded. I, therefore, do 
not at all approve of the open method of treating 
these abscesses, and I think you will do far better 
to avoid it. 

The next treatment which I shall mention is 
far more satisfactory, namely, aspiration. Aspira¬ 
tion, though properly carried out, will, unfortu¬ 
nately, rarely effect a cure. On the other hand, 
it will seldom lead to the disastrous train of cir¬ 
cumstances above mentioned. The worst that 
can happen is the refilling of the sac. An abscess 
has to be aspirated with great care, and also it 
is wise to put the patient under an anaesthetic, as 
£as and oxygen. It is not very pleasant for a 
timid child or a young man to have an aspirator 
needle thrust deeply into his groin. It is alarm¬ 


ing to anybody, to say the least of it, and it is, of 
course, also temporarily very painful. The skin 
should be carefully washed and prepared, in the 
same way and with the same care as for a large 
operation, and the aspirator needles and tubes 
should be scrupulously clean. This is a point of 
very great importance. There is no instrument 
more likely to be dirty and dangerous than an 
aspirator needle. Perhaps it has been previously 
used for an empyema, and the tubes and cannulae 
may be full of dried pus and every kind of viru¬ 
lent organism. Remember the aspirator needles 
and cannulae should be new or especially cleaned. 
They should be carefully and thoroughly boiled, 
and then some strong biniodide of mercury solu¬ 
tion, 1 in 500, should be run through them. Then 
with a fine sharp tenotome make a tiny incision 
through the skin, and pass the needle and can¬ 
nula deliberately into the most prominent part of 
the swelling. After all the pus is evacuated, cover 
the opening with iodoform wool and collodion, 
and put on pressure by packs and elastic band¬ 
ages. The case then usually does well. But 
you can never ensure against the abscess filling 
up again, and this is likely to occur if diseased 
bone be the exciting cause of the purulent 
collection. 

I will next proceed to discuss the mode of 
treatment which I believe, on the whole, is the 
safest and most likely to result in cure in these 
very perplexing cases. It consists essentially in 
the evacuation and flushing of the cavity and 
subsequent closure of it. This is what I did in 
the case spoken of in our last lecture, and hitherto 
it seems to promise well. The operation is done 
in this way. An opening is made into the abscess 
with the strictest aseptic and antiseptic precau¬ 
tions, in a position, as far as possible, close to the 
presumed seat of the focus of disease. For in¬ 
stance, in an abscess connected with spinal caries 
which bulges in the loin, make an opening behind, 
close to the side of the spine. If the pus swells 
up markedly above Poupart’s ligament, you may 
make an opening internal to and below the 
anterior superior spine. This perhaps is the best 
position to adopt in the majority of cases. The 
opening should be as far from the perinaeum, or 
inside of the thigh, as possible. A very small 
opening is made—f inch to 1 inch in length— 
and the pus allowed to flow out. The cavity is. 
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repeatedly washed out with a powerful stream of 
hot sterilised water. I also very commonly in 
these cases use mercurial solutions—biniodide of 
mercury i in 4,000, or perchloride of mercury 
of the same strength. The flushing out must be 
done with a douche repeatedly and thoroughly. 
Thirty or forty minutes is not too much time to 
occupy in executing it. The fluid should at 
length return nearly clear. Meanwhile the cavity 
is kneaded about so as to get rid of the fibrinous 
masses and loose pieces of membrane which 
adhere feebly about the walls of these abscesses. 
Such substances should be squeezed out as far 
as possible, and then some iodoform emulsion 
should be thrown into the cavity. Iodoform 
emulsion, or any other such strong chemical, is 
rather dangerous. The quantities advised by 
many surgeons are, I think, rather too large to be 
safe. I never throw into abscesses more than 
thirty grains of iodoform, my common formula 
being to suspend this quantity or less in half an 
ounce of glycerine, mix it up thoroughly, and 
inject into the abscess cavity. I have never seen 
any harm result from such small doses, but I have 
seen dangerous symptoms of iodoform poisoning 
when a drachm of the drug has been used in this 
way. You never know how a given patient will 
bear iodoform. The cavity should again be 
gently kneaded, the emulsion prevented from 
escaping by holding the edges of the wound to¬ 
gether. This brings the iodoform into contact 
with the abscess walls. The next step is to accu¬ 
rately unite the wound that you have made, and 
put on firm pressure by means of pads of wool 
secured by an elastic bandage. The application 
of an elastic bandage for a full week is very impor¬ 
tant, and it must not be put on too tightly A long 
splint applied for a few weeks is also a most 
useful adjunct. You will find, to your great satis¬ 
faction, that this proceeding will cure definitely a 
number of these chronic abscesses. Any of you 
who have watched the case operated upon in the 
Harris Ward by this method, and spoken of at 
the last lecture, will see that the result is emi¬ 
nently satisfactory. The w'hole of the great abscess 
sac in the thigh has coalesced, and the part above 
Poupart’s ligament seems “ not inclined to refill.” 
The small incision above the ligament has yielded 
at one spot, and there is a scanty discharge, get¬ 
ting daily less, of turbid serum. The temperature 


throughout has remained normal. The small 
sinus is washed out daily with mercurial lotion, 
and iodoform emulsion is injected. It is now 
nearly closed. I expect in this case that definite 
cure will result; but I would not be positive, and 
intend to watch the case for some months before 
speaking with certainty. 

But if the mischief is caused by bone disease, 
and the latter is at all active, this method will not 
succeed. Such abscesses will fill up again and 
again, and discharge through your carefully joined 
incision, and may in the end become septic. There 
is a method of treatment largely adopted iii these 
cases, and advocated in many of the text-books, 
namely, scraping the wall of the abscess, and 
flushing away the pyogenic membrane thus de¬ 
tached. This proceeding is useful in abscesses 
connected with disease of the hip, w r here bone 
can be reached with the scoop, and where the 
abscess is not too large. I think it is a risky 
practice in very large chronic abscesses, and prin¬ 
cipally for this reason. In scraping away the 
pyogenic membrane, the walls of the abscess being 
extremely vascular, you get profuse bleeding into 
the cavity of the abscess; in large abscesses the 
blood thus gradually oozing may amount to many 
ounces. This is a serious matter for a weakly 
patient. Moreover, a blood-clot like this is a very 
convenient nidus for development of organisms. 
The abscess wall is sometimes thin and poorly 
protected, and actually scoops have been so 
vigorously used in these cases that the peritoneal 
cavity has been opened. A certain number of 
authorities have advised that sulphur should be 
put into these abscesses. The objection to sul¬ 
phur is its destructive power. This results in a 
considerable disintegration of tissue. It is a 
powerful remedy and must be used very cau¬ 
tiously. Sulphur is useful, for instance, to put 
into the middle of a large carbuncle, or a carious 
cavity of a bone, because it causes marked de¬ 
struction of tissue, and much disease is destroyed. 
I w r ould never advise its introduction into large 
chronic abscesses. 

Those, I think, are most of the methods of treat¬ 
ment which are adopted in chronic iliac abscess. 
Now I think it right to tell you that in large 
chronic iliac abscess connected w T ith disease of 
the spine or ilium, no known method will cer¬ 
tainly result in cure. In a certain number of my 
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cases I have been disappointed with the ultimate 
results. I fear those surgeons who claim universal 
successes in these cases do not watch them long 
enough to justify their optimistic attitude. Several 
of my patients have gone on well for two or three 
months, and I might easily have added these 
cases to a perfect statistical table. But at the end 
of three months or more I have known the healed 
wound to get thickened and livid in colour, to 
gradually soften, burst open, and discharge take 
place again. In fact, it may become converted 
into a septic sinus, and the edges of the wound, 
become impregnated and infected with tuber¬ 
cular disease. It is easy to see how a freshly 
made wound, bathed in pus, becomes infected in 
this way, and it is a danger difficult to obviate. 
What are you to do in such a case ? Remember 
such instances will occur to all surgeons who are 
not fearful of telling the truth about their results. 
I always advise to open and wash the cavity out 
again in just the same way. If small the curette 
may cautiously be used. The diseased edges of 
the incision must be cut away, a tube inserted, 
and daily flushing carried out. 

I am now going to mention a point of vast 
importance, far too much neglected in practice, 
as useful as the gouge of the heroic surgeon. If 
these patients can be sent to the seaside, a vast 
number of them will ultimately get well. I 
believe the air of Westgate or Ramsgate to be 
especially good. Such cases should be kept in 
the sea air by night as well as by day. In the 
summer they may be under the shade of a tent in 
perpetual sea air. The prone couch is a most advan¬ 
tageous adjunct. The wound should be flushed 
daily with i in 4,000 biniodide of mercury lotion, 
and dressed with antiseptic applications. In addi¬ 
tion to this the patient’s strength should be sup¬ 
ported by the best of diet. For medicines nothing 
is better than fatty material, such as Scott’s Emul¬ 
sion of Cod-liver Oil, or cream and malt, and 
good bottled stout with dinner. Under these 
circumstances I have known desperate cases ulti¬ 
mately get well. At all events, they so improve 
that operations can be attempted for the removal 
of diseased bone. I hope you will not always 
have poor persons as patients, and you must not 
think that a degenerate Londoner lying in bed in 
bad air and poor surroundings is the type of what 
may generally be expected in practice. Please, 
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then, do not forget the great importance of per¬ 
petual and continual sea air in the treatment of 
these conditions. The flushing of a sinus is best 
carried out by suspending above the patient’s bed 
a large vessel in which are put several quarts of 
tepid biniodide of mercury solution (1 in 4,000), 
with a tube running down terminating in a glass 
nozzle, throwing a powerful jet of the lotion into 
all the depths of the abscess. It is of no use 
trying to syringe these cavities, as is too often 
done, wfith a little glass syringe bought for a 
shilling at the nearest chemist! Imperfect cleans¬ 
ing and dressing is responsible for many a death 
in such cases. 

What do these patients generally die of, sup¬ 
posing we cannot remove the cause or induce the 
discharge to dry up? After months or years of 
suppuration, gradual exhaustion and emaciation 
will eventuate with bedsores. Such conditions 
would be most likely accompanied by lardaceous 
disease of the viscera. The urine will become 
albuminous, and the liver smoothly enlarged down 
to the umbilicus. The temperature will remain of 
the hectic type, and there will be noted that wax¬ 
like complexion which is known to be an accom¬ 
paniment of lardaceous degeneration. 

Another condition is tuberculosis, which may¬ 
be acute or general, or tubercle may grow in the 
brain, lungs, peritoneum, or genito-urinary system, 
including the prostate, testes, and especially the 
supra-renal capsule. Tubercle of the testis is 
not an infrequent association of old spinal disease 
and psoas abscess. Tubercular meningitis is 
often very puzzling. You will find a patient in 
whom one of these big tubercular abscesses has 
been opened will one day complain of severe 
headache, will vomit, and squint, and become 
queer and delirious in manner. I have known 
such symptoms pronounced “ hysterical.’’ Optic 
neuritis will be present, and the patient will get 
worse and worse. Coma will come on, with 
Cheyne-Stokes breathing and alterations of pulse 
rate; and the patient may lie for days emaciated 
and wretched, with a shrunken abdomen, yet occa¬ 
sionally getting better and causing delusive hopes 
of improvement. At the post-mortem examina¬ 
tion the base of the brain will be found studded 
with small tubercles, which extend along the 
Sylvian fissure. The parts will be hyperaemic 
and the fluid in the ventricles much increased. 
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Furthermore, this complication is found in adults 
as well as children, and I have often found such 
cases misinterpreted. When the supra-renal cap¬ 
sules are diseased the patients complain of great 
epigastric pain and tenderness, and they become 
gradually bronzed and emaciated. I have seen 
several spinal cases die of disease in the supra¬ 
renal capsules. A very rare cause of death is 
haemorrhage. This, however, sometimes does 
occur from the large vessels, such as the aorta or 
the iliac, giving way into the abscess cavity, their 
coats being ulcerated by constant attrition against 
carious bone. 

I now go on to mention what one may term the 
last resort in curing an iliac abscess, supposing all 
things have been tried and have failed, and the 
patient still goes downhill in spite of sea air and 
all care, or the discharge still proves inveterate. 
In such a case you have to reflect very carefully 
whether it is possible to remove the diseased bone 
which is probably the cause of the trouble. In 
a desperate case of this kind very grave and peril¬ 
ous operations are justifiable, because you have 
to recollect it is the patient’s only chance. If, 
for instance, you estimate that the disease was in 
the front of the bodies of the vertebrae, but below 
the diaphragm, it is right to cut down by a longi¬ 
tudinal incision to the spinal muscles, to the sac 
of the abscess, to see if you can curette the disease 
away from the front of the bodies of the vertebrae. 
It may also be right in such cases, after careful 
consideration, to trephine the spine from behind, 
and to perform laminectomy, and see if you can 
attack the source of the suppuration. I doubt if 
this operation is done early or freely enough. It 
is also justifiable to trephine the sacro-iliac joint 
from behind, and so drain an abscess or remove 
carious bone. I have saved from death two 
patients in this way, who were afflicted with 
chronic abscess associated with iliac disease. On 
the other hand, I lost a case from haemorrhage, 
and the treatment must always be risky. If the 
disease is found situated in the ramus of the pubes 
or the ischium removal is by no means hopeless. 
I have operated on several of such cases. The 
patients were dying of very’ chronic sinuses which 
failed to close. The probe struck diseased bone 
near the tuberosity of the ischium. These cases 
were operated upon in the following way. The 
lithotomy position was employed, and a free inci¬ 


sion was made on one side of the perinaeum. The 
adductor muscles were cut away close to their 
origins, namely, the adductor longus, the adductor 
magnus, and the adductor brevis. In two cases 
operated upon I found that the whole extent of 
the ramus of the ischium and pubes was diseased, 
and therefore, with powerful bone forceps, I cut 
the whole mass away. The first case was in a 
negro, a patient at Charing Cross Hospital many 
years ago. He was quite willing to have any 
operation attempted winch was possible, and I 
did upon him an operation w r hich I recollect at 
the time obtained some adverse criticism. How¬ 
ever, it was justified by the fact that the patient 
got well, and I am sure he would never have so 
recovered if he had been an important private 
individual, because all would have considered 
the risk too great to be undertaken. I did the 
second case in this hospital, the patient being a 
little boy with a large chronic abscess in the iliac 
fossa, which I treated with all care. But ulti¬ 
mately the sinus opened, and it went on suppurat¬ 
ing, and nothing w r ould stop the discharge. I 
found necrosis of the symphysis pubis and ascend¬ 
ing ramus of the pubes. A most extensive opera¬ 
tion was performed by dividing the adductors. 
This boy made a perfect recovery. I have men¬ 
tioned these cases to show you that in cases of 
chronic suppuration dependent upon bone disease, 
do not give them up and let them die if there is 
any possibility w’hatever of getting away the 
bone by operation, even of a great and perilous 
extent 

Let me finally ask you to remember that when 
you get chronic abscess in the iliac fossa and thigh 
—in practice no doubt you will meet with such 
cases—do not look upon them as light affections 
and open them, and think you are doing a very 
clever thing. There are no cases where doctors 
get into such trouble as in these. The opening 
of the abscess may be the beginning and exciting 
cause of a long illness and of death. The doctor 
is often unjustly blamed, and seldom gets ade¬ 
quately rewarded for months of anxious attend¬ 
ance. When all arrangements have been made 
for operation, and the case has been well 
explained to parents and relatives, recollect that 
your prognosis should be very cautious indeed. 
Tell the patient or the parents there is a deep 
abscess depending possibly upon bone disease. 
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and that such may be very serious. Then the 
parents will demand a consultation, and your 
opinion or treatment will be backed up by that 
of somebody else. If the case has ultimately an 
unfavourable result, you will not have to bear all 
the blame. It is for this reason I have brought 
this subject before you. Time after time I have 
seen these errors made. If you recollect this 
lecture in after life, it will save some of you from 
getting into very awkward scrapes when you meet 
with these troublesome and responsible cases in 
practice. 


The Effect of certain Occupations on the 
Pharynx. —Oppenheimer (‘Medical Record,’ Dec. 
16th, 1899) under this title describes the steps by 
which workers in dust become mouth-breathers 
and subsequently suffer from chronic pharyngitis. 
As a result of his study he suggests that 

1. The pharyngeal mucosa of the mill-hand 
under twenty years of age is more susceptible to 
unfavourable influences than is that of the indi¬ 
vidual over this age. 

2. The inhalation of dust, fibres, and chemical 
agents is the factor of most importance. 

3. The majority of industrial workers are 
affected with pharyngeal disorders, dependent to 
a certain extent upon their occupation. 

4. In those already affected with pharyngitis 
•before assuming these occupations, the morbid 
•changes are augmented by the work. 

5. The primary pharyngeal changes are those 
•of acute congestion and inflammation. Chronic 
^changes are the ultimate result. 

6. The pharyngitis produced i:i part or whole 
by the occupation does not differ in any respect 
from the ordinary forms. 

The remedy for these conditions—/. e. the pro¬ 
tection of the mouth and nose by suitable masks 
and early attention to obstructive lesions in the 
nose—is obvious. 

Therapeutic Gazette , February, 1900. 


OBSTRUCTION OF SUPERIOR 
VENA CAVA BY 
AN INTRA-THORACIC GROWTH. 

BY 

H. W. SYERS, M.A., M.D.Cantab., 

Physician to Out-Patients, Great Northern Central 
Hospital. 


The patient, a female aged forty-four, had always 
been in good health, with the exception of lia¬ 
bility to winter cough for some years. The family 
history was not material. She was a widow, and 
had four children; no miscarriages. The illness 
commenced about twelve months before admission 
with a cough and loss of strength. A few months 
later she noticed increasing shortness of breath 
on exertion, and at the same time she observed 
that the veins in the front of the chest were 
getting larger. Expectoration now appeared, and 
soon became abundant; there was at no time 
haemoptysis. The shortness of breath and weak¬ 
ness continued to get more marked, and finally 
caused her to seek advice. She was admitted 0:1 
September 10th, 1896, and her condition on that 
date was as follows. She was fairly nourished, 
though spare. The complexion was red and 
white, and she did not look seriously ill. The 
respirations were twenty-four, there was slight 
dyspnoea, but she could lie down in bed without 
discomfort. She complained only of shortness of 
breath on exertion and of feeling weak. The 
tongue was clean, the appetite fair, and the bowels 
regular. The front and both sides of the chest 
were the seat of a number of dilated veins, in 
which the general direction of the blood-current 
was from above downwards. There was no dif¬ 
ference in the freedom of movement of the two 
sides of the chest. At the right base, and as high 
as the angle of the scapula, defective resonance 
on percussion, weak breath sounds, and dimi¬ 
nished vocal resonance and fremitus, all pointed 
to the presence of a considerable amount of fluid 
effusion in the right pleural cavity. There was 
evidence from the physical signs over the front of 
the chest that the right lung was displaced con¬ 
siderably upwards and forwards by the effusion 
just referred to. The appearance of the abdomen 
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was normal, except for the presence of a network 
of dilated veins, altogether similar to that on the 
front of the thorax. The abdominal surface was 
a little tender on percussion, but nothing abnor¬ 
mal was discovered on palpation. The heart 
impulse was obvious to the eye as a fluctuating 
movement in the fifth space at the nipple line, 
but could not be distinctly felt. The cardiac 
dulness was somewhat reduced, and its rhythm 
was very irregular, many of the ventricular con¬ 
tractions not reaching the radial pulse. The latter 
was weak and very compressible. The pulse was 
synchronous on the two sides. The dilated abdo¬ 
minal veins were much larger than those of the 
thorax, and this increase in size occurred abruptly 
just above the umbilicus. Both the external jugu¬ 
lars were dilated, and the blood conveyed by 
these vessels was carried to the epistemal notch, 
where there was a junction of numerous veins. In 
both arms the superficial veins were enlarged, and 
they appeared to communicate with the large 
veins in the side of the thorax. The cephalic 
veins conveyed their blood to the venous plexus 
in the front of the chest. Varicose veins were 
found on the legs and feet, below the knee, but 
these were of old standing, and had not recently 
become more troublesome. A few days after 
admission a needle was inserted into the right 
chest, just below the angle of the scapula. Fluid 
was withdrawn; it was of serous character, of a 
reddish-yellow colour, and on microscopical exami¬ 
nation was found to contain numerous red cor¬ 
puscles and a few white corpuscles. No hook- 
lets were to be found. Ten days later the chest 
was again explored, with a precisely similar 
result. A cyrtometer tracing showed considerable 
bulging of the back of the right side of the 
thorax. The patient remained in hospital about 
three weeks, but attended for several months 
afterwards as out-patient During her residence 
in hospital and the subsequent out-patient attend¬ 
ance, the condition remained nearly stationary, 
except that the action of the heart became 
practically regular. The temperament of the 
patient was singularly placid and quiet; she never 
worried about her condition, and only left the 
hospital for domestic reasons. 

The interpretation of the physical signs in this 
case is not altogether easy or free from doubt. 
The inquiry, of course, consists of two parts: the 


first as to the cause of the physical signs, as re¬ 
gards especially the venous obstruction which was 
so marked a feature of the case; the second the 
pathological nature of the lesion, whether an 
aneurysm, a hydatid cyst, or a new growth. The 
cause of the venous dilatation is obviously some 
mechanical impediment to the return of blood to 
the superior vena cava; this is shown by the 
dilatation of its venous tributaries, and also from 
the fact that in the dilated veins the course of 
the blood-current is reversed in those vessels re¬ 
turning the blood from the lower part of the body. 
In other words, the blood returned from the tribu¬ 
taries of the vena cava superior to that vessel itself* 
has to find its way to the heart by means of an 
anastomosis conducting it to the tributaries of the 
inferior vena cava. The anastomosis is, of 
course, between the branches of the internal 
mammary and the superficial epigastric veins, and 
the network of vessels thus produced between and 
over the front of the chest and abdomen is an 
exact reproduction of the picture representing the 
appearance of a case of similar nature depicted 
in Watson’s ‘ Lectures on Medicine.’ The great 
dilatation of veins in the lateral region of the 
thorax renders it probable, also, that the vena 
azygos and the vena azygos minor were implicated 
in the pressure. The extreme irregularity of the 
heart’s action would appear to have been due to 
functional disturbance alone, for at a late stage in 
the progress of the case, as already mentioned, it 
entirely disappeared. At the same time this irre¬ 
gularity rendered it possible that the vagus nerve 
might have been implicated to some extent. The 
absence of any affection of the pupil, as also of 
implication of the recurrent laryngeal nerve and of 
any affection of the radial pulses, is noteworthy. 
There was clearly no reason to believe that the 
arterial circulation was in any way obstructed. 
The second point is to determine the pathological 
nature of the obstructing agent: was this an 
aneurysm, a hydatid tumour, or a new growth? 
The diagnosis of aneurysm would certainly be in¬ 
correct. The entire absence of a pulsating tumour, 
of pupillary or laryngeal affections, and of differ¬ 
ence in pulse rhythm would, as just mentioned, 
be sufficient to render it in the highest degree 
improbable that the case was aneurysmal. Fur¬ 
ther, the fact of pleural effusion being present on 
the right side is totally against such being the 
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cause of the physical signs. Had the presence of 
hooklets been determined in the pleural fluid, 
then the nature of the case would have been 
obvious, though the fact that this effusion was 
tinged with blood would still have been an 
anomalous feature. It is clear that the case was 
not one of hydatid disease of the lung or liver. 
We are, by the process of exclusion, driven to the 
diagnosis of a new growth in the thorax as being 
the cause of the whole trouble. There can, I 
think, be little doubt that this is the correct dia¬ 
gnosis. There are two facts which, by themselves, 
forcibly point in this direction. First, the obstruc¬ 
tion was purely venous , itself a strong point in 
favour of the theory of new growth; and, 
secondly, the fluid twice drawn from the right 
pleural cavity was distinctly blood-stained, a fact 
which also tells in the same direction. I am dis¬ 
posed to think that the new growth, probably a 
lymphadenoma, had commenced in the posterior 
mediastinum, had extended to the right pleura, 
which was probably much thickened by its 
presence, and had led to the outpouring of the 
blood-stained fluid, and had in the course of its 
progress nipped the descending cava, causing 
considerable obstruction to the return of blood 
to the right auricle. It is possible that the heart 
was slow in adapting itself to the new conditions 
imposed upon the circulation by this pressure, 
and it may be that the great irregularity noticed 
for several weeks was the result of this temporary 
failure on the part of the heart in conforming to 
this state of things. On the other hand, it is 
quite likely that the irregularity may have been 
due to some fleeting dyspeptic trouble. At all 
events the heart’s action ultimately returned to its 
normal condition. It is very possible that the 
azygos vein was also implicated. I have already 
referred to this question. The remarkable points 
presented by this case refer to the duration of the 
malady, the persistence of the physical signs in 
the same condition, and to the slight general 
symptoms, including loss of flesh. The patient 
was under observation, off and on, for quite a 
year and a half; it may be safely said that at the 
end of that time the physical signs were practically 
unaltered. They had not tended to disappear, 
but, on the other hand, they were in no degree 
more obvious. The symptoms, too, did not in¬ 
crease ; the patient, except during the few weeks 


in hospital, was up and about the whole time, 
attending to household duties, and when last seen 
complained only of slight shortness of breath on 
exertion. There was no marked loss of weight; in¬ 
deed, if there was any change in the body weight, 
it was an increase rather than a diminution. On 
the doctrine of chance, the growth was far more 
likely to be a malignant than an innocent one; 
but lymphadenomata are usually rapidly-growing 
tumours, giving rise to urgent symptoms, leading 
to secondary deposits and causing much impair¬ 
ment of health. It is clear, therefore, that if the 
growth was of malignant nature, the degree of its 
malignancy would have been low. A chronic en¬ 
largement of the bronchial glands at the root of 
the lung would explain many of the physical 
signs. I should add that no other glands were 
enlarged in any part of the body. 


Ossification of the Uterus. —A case not of 

simple calcification, but of true osteoma of the 
uterus, is reported by C. Jeff Miller, in the 'New 
York Medical Journal ’ for March 3rd. 

The patient was a girl 16 \ years old, of robust 
appearance and unusual development for her age, 
who consulted a physician for pain in the hypo¬ 
gastric region and delay of the menstrual appear¬ 
ance. 

After careful examination a laparotomy was 
done, and a large mass found occupying the site 
of the uterus, which was removed; no ovaries 
could be found. 

In the mass was found an osseous tumour en¬ 
veloped in a thin, tough, fibrous capsule, 2§ inches 
in length, 2J in width, ij thick. 

On further examination this was found to be 
composed throughout of compact bone structure 
presenting all the histological elements and 
arrangement of normal bone. 

The point of special interest in regard to the 
tumour is its origin and the tissues possibly in¬ 
volved. Whether it is simply a growth resulting 
from metamorphosis of connective tissue, or some 
organ, or displacement of osteogenetic matrices, 
has not been positively determined. 

Charlotte Medical Journal , March, 1900. 
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DEFORMITY FROM INFANTILE 
PARALYSIS. 

BY 

E. NOBLE SMITH, F.R.C.S.Edin., 

Senior Surgeon to the City Orthopaedic Hospital, London. 


The majority of the cases of deformity of the 
lower limbs which come before the orthopaedic 
surgeon are those resulting from infantile para¬ 
lysis. 


off, and the limb is found to be contracted into 
an abnormal position, that the case is brought 
before him. 

It is commonly believed that these deformities 
arise simply from the foot or limb being drawn 
into a wrong position by the sound muscles from 
loss of power in the paralysed antagonistic 
muscles ; but, doubtless, there is something more 
than this. There often is at first some spasmodic 
action in the muscles which subsequently be¬ 
come permanently contracted. Certain it is that 
soon after an attack of infantile paralysis, when 



Fig. 1. 


In the active stage of this disease, supporting 
apparatus (which may often merely consist of 
simple splints) will aid materially in preventing 
subsequent deformity. It is probable that if such 
supports were applied in all cases soon after the 
onset of the paralytic attack, tenotomy would be 
much less frequently required; but the ortho¬ 
paedic surgeon is rarely consulted in the early 
stage. It is when the acute attack has passed 


the contracture is in a progressive condition, and 
the foot by means of firm pressure can be re¬ 
placed, temporarily, in its natural position, the 
state of the contracting muscles is a morbid one, 
and even if the foot under these circumstances be 
fixed at a right angle with the leg, we shall find 
subsequently a certain amount of permanent short 
ening in the calf muscles. 

There are also cases in which contractures 
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occur where there is no evidence of such a cause, 
as, for instance, in the case about to be described, 
where the contraction of the thigh cannot have 
arisen from paralysis of the antagonists. 

Further, it must be remembered that there are 
many cases of club-foot in which contractions 
occur quite independently of paralysis. 

All these facts point to the conclusion that the 



Fig. 2. 


contractures associated with paralysis are not 
always entirely due to the loss of power in the 
antagonising muscles. 

There can be no doubt that the sooner these 
contractures and deformities are ameliorated or 
cured the better, and while it is a fact that the 
contractures, so long as they remain, interfere 
greatly with growth, tenotomy will usually relieve 
this condition, and allow development to take 
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place naturally. If the foot or limb be already 
smaller than its fellow, the deficiency cannot, of 
course, be made up; but the release of ail the 
contractures, together with the improved nutri¬ 
tion which an operation brings about, induces, 
natural growth in the future. 

The use of apparatus constructed upon scien¬ 
tific principles,—that is with the object of direct¬ 
ing the movements of the limbs to act remediably, 
is also of great value. Such apparatus not only 
prevents the foot from falling into a wrong posi¬ 
tion, but induces a systematic use of the sound 
muscles. Thus the patient is always (when 
moving, about) using his muscles in the best 
possible! way, and a better result is effected than 
by ordinary exercises alone, and with much less 
trouble., Generally the addition of passive exer¬ 
cises is also desirable. 

In orthopaedic surgery we meet with plenty of 
evidence showing that, as a rule, no effectual 
means are taken to prevent such deformities, and 
that general directions given to the patients as to 
the way they should exercise the weak parts have 
not a v^ry satisfactory result. 


A Case of Extensive Paralysis and Severe 
Contraction of the Right Leg. 


P. K—, aged six and a half years, was admitted 
a patiejit to the All Saints’ Children’s Hospital, 
Margaret Street, at the commencement of 1899. 
He was' described as having been a healthy child 
up to tjhe age of ten months, when he suffered 
from what was said to have been a severe attack 
of measles. At this time the right leg became 
paralysed, and was gradually drawn up into a 
flexed ind abducted position, and had remained 
in this position ever since. The photographs 
(Figs 1 1 and 2) represent the amount of contrac¬ 
tion which was-present. 

Dft Campbell Thompson examined this patient 
for me and reported as follows: “ Calf muscles 
react readily to moderate constant current, and 
very slightly to moderate Faradic current; but no. 
reaction to either obtained in extensors of knee, 
peronei, tibialis anticus, long flexors, or extensors, 
of toes.” 

When the photographs (Figs. 1 and 2) were 
taken, the patient was resting in the best posture 
he could assume. It will be seen that the foot 
was contracted into a severe equinus position by 
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the calf muscles, the knee slightly bent, and the 
thigh flexed and abducted by the tensor vaginae 
femoris, and to some extent by other muscles. 
This position could not be reduced by manual 
pressure. As the paralysis had commenced at so 
early an age, the child had never walked, but he 
had crawled about on the floor and hopped on his 
left leg, the development of which was, conse- 



Fig- 3- 


quently, very good. On March 4th I divided the 
tensor vaginae femoris and some tight bands of 
fascia on the posterior aspect of the knee, and 
the tendo Achillis. I applied a Liston’s long 
splint, but there was considerable difficulty in 
keeping the leg extended. I subsequently applied 
a perineal bandage attached to the top of the 
bed, and a weight and pulley to the foot. 

The extension by weight was kept up for about 


two months, when the tendency to. flexion seemed 
to be overcome. An instrument was then con¬ 
structed, as shown in Fig. 3 (from a photograph 
taken the day upon w r hich this apparatus was 
first put on). The apparatus consisted of a light 
steel extended from the waist to the sole of the 
foot; a back-joint stop at the ankle to keep the 
foot from falling into a position of equinus ; a 
ring-catch joint at the knee to make a firm prop 
of the leg in walking, and to admit of bending at 
the knee for sitting; a band round the waist, and 
a strap just below' this to help in preventing 
abduction of the leg in walking. 

Just before this apparatus was applied, the 
patient made an attempt at w r alking for the first 
time in his life. He could just manage to get 
along by holding the paralysed leg with his hands, 
but he fell down every few steps. He was photo¬ 
graphed by the Mutoscope Company, and his 
method of progression shown by a series of mov¬ 
ing photographs. These photographs w’ere exhi¬ 
bited, with others, at the meeting of the British 
Medical Association at Portsmouth, in August, 
1899. 

By the use of the supporting apparatus the 
patient w r as enabled to w r alk fairly well, and he is 
rapidly improving. The photograph (Fig. 3) 
shows him standing without any assistance or any 
attempt to balance himself with his arms. His 
easy position in standing, as shown in the photo¬ 
graph (w r hich involved perfect steadiness for 
twelve seconds), may be compared w r ith his diffi¬ 
culty in supporting himself on a chair before the 
operation. 

On February 12th, 1900, I found he could 
stand equally well without the apparatus. 


Anomalous Pupillary Action in Meningitis. 

—Albert Seitz reports a case of tubercular menin¬ 
gitis secondary to hip-joint disease in a boy 9 years 
of age. The anomaly in this case w*as that the 
patient’s pupils were contracted to the size of a pin 
head in the dark, and dilated widely in the light. 
The brighter the light the more quickly and widely 
they would dilate. This condition persisted until 
the death of the patient. The writer could not 
satisfy himself as to the cause of the anomaly.- 
American Journal of Obstetrics , February, 1900. 
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A CLINICAL LECTURE 

ON 

SOME OF THE MUCO PURULENT 
DISCHARGES FROM THE 
FEMALE GENITALS. 

Delivered at Charing Cross Hospital, in connection with 
the Post-Graduate Course, November 16th, 1899, by 

AMAND ROUTH, M.D., B.S., M.R.C.P. 


Ladies and Gentlemen,— I have been asked to 
say something about the discharges from the 
female genitals, and I shall confine myself to-day 
to leucorrhoeal discharges. Let us note, first of 
all, that discharges must be looked upon as sym¬ 
ptoms. It has been the custom, at all events 
among the patients themselves, to look upon 
leucorrhoea, or the “ whites,” as they call it, as 
being definitely a disease in itself. Of course, we 
know that what we have to do is to trace the 
leucorrhoea back to its cause before we can satis¬ 
factorily deal with the case and treat it Before 
dealing with pathological discharges, let us first 
consider what are the natural physiological secre¬ 
tions of the parts concerned. We must remember 
that mucous membranes all over the body are 
necessarily moist; it is the function of a mucous 
membrane, generally richly provided with glands, 
to secrete a certain amount of moisture; so that 
when a patient says she has a good deal of mois¬ 
ture in the genitals, it does not necessarily indicate 
that she is suffering from anything pathological, 
and often it requires a good deal of very careful 
discrimination to decide. The normal moisture 
is necessarily increased under different circum¬ 
stances. For instance, after prolonged walking, 
riding, or bicycling exercise there is more mois¬ 
ture ; and just before and just after menstruation 
the natural moisture of the parts is increased. 
Also under emotion, sexual and otherwise, mois¬ 
ture is physiologically present in greater quantity. 

First of all, let us consider the physiological 

Digitized by L^OOglC 


402 The Clinioal Journal.] 


DR. AMAND ROUTH. 


[April 18,1900. 


secretions from the vulva , which has three definite 
sets of glands. These are ordinary sweat glands, 
not a few; sebaceous glands, chiefly around the 
nymphae and clitoris, secreting sebaceous material 
allied to the smegma preputii of the male; and 
thirdly, the sexual glands, the chief of which are 
Bartholin’s glands, which secrete moisture under 
the influence of sexual emotion. All of these 
secrete a certain amount of moisture, so as to pre¬ 
vent discomfort arising from friction during loco¬ 
motion, and to allow the urine to pass over the 
structures without causing soreness. 

Secondly, the vaginal secretions. So far as we 
know the vagina is not a glandular organ. It 
used to be considered that the vagina was as richly 
provided with glands as any other mucous mem¬ 
brane in the body, but we know now that there 
are only a very few—a few at the vulval end and (?) 
a few at the cervical end. There are no glands 
opening on the vaginal portion itself. So that 
the secretion from the vagina is not glandular, but 
rather an exudation, an exosmosis. Microscopically 
the vaginal secretion contains much mucin, some 
leucocytes, and epithelial debris, derived from the 
superficial layers of epithelium which have fallen 
off. Its chief characteristics are that it is thin, 
and either perfectly transparent or opalescent; or 
if very profuse, yet still normal, it may be milky. 
Dr. Herman describes it as “ like unboiled starch 
mixed with water,” and it is a very good descrip¬ 
tion. It is not viscid, like glandular secretion 
from the cervix, though it is often mixed with 
that secretion. One of its peculiarities, when* 
healthy, is that it is acid, due to the presence of 
lactic acid. Up to a little time ago that was all 
we knew about it. It is probable—although that 
is not certain—that it is alkaline when it is first 
exuded, and that it becomes acid after it has been 
some little time in the vagina; but that is not 
quite established. We know, further, that this 
acidity is greater when the physiological activity 
of the parts is greatest. For instance, just before 
the catamenia, when the parts are more or less 
physiologically congested, the acidity is more 
marked. Also during the whole of pregnancy 
this is the case. According to Bland-Sutton and 
Giles, just after the catamenia the acidity is much 
less marked, and it is stated that it is quite absent 
in the newly bom, and in advanced life after the 
menopause. It is also absent for some four to 


six weeks after parturition. That is a fact of very 
great significance, as we shall see presently. We 
know also that in almost every pathological state, 
such as in inflammatory conditions of the vagina, 
the secretion is not acid; sometimes it is alkaline. 
This acidity has lately been discovered by Doder- 
lein and others to be due to the presence of a 
vaginal bacillus, which is not found elsewhere, 
except in accidental circumstances. It is sup¬ 
posed to be always there in health in the normal 
virgin, and pure cultures of this can be made in 
the ordinary media. These bacilli secrete one or 
one and a half per cent, of lactic acid. Doderlein 
further made out that ordinary pathological 
germs—the streptococci and staphylococci—and 
even the diphtheria bacillus cannot exist for many 
hours in the vaginal secretions, or at all events, if 
present, they lose their virulence. These facts 
are very important when we have to deal with 
puerperal fever, because it is found that the 
moment this acidity, or in other words, the vaginal 
bacilli are absent, any of these pathogenic germs 
are able to multiply freely. This explains to a 
great extent why a woman is so liable to septic 
troubles in the puerperal state, for if once strepto¬ 
cocci or other septic germs are allowed to invade 
the genital passages after parturition, when the 
vaginal bacilli are absent, the parts are liable to 
become freely infected; and as raw surfaces are 
always present, further general or local infection 
is certain. 

Now the normal cervical secretion is of quite a 
different character to that of the vagina. It is 
glandular. The secretion is very viscid, like that 
of most mucoid glands, and through a speculum 
is seen in perfect health merely as a bright glis¬ 
tening bead inside the cervix at the os externum. 
It ought not to be more excessive in quantity than 
that. If, however, the discharge becomes exces¬ 
sive, as, for instance, physiologically in the first 
stage of labour, we realise more fully its true 
character, and see a viscid, stringy discharge, like 
the white of an egg, in great profuseness. 

Now a discharge, which is sometimes called 
pathological, coming from the vagina, may merely 
be a physiological discharge in excess. We are 
in a good deal of difficulty in a particular case in 
deciding where a woman complains of a vaginal 
discharge which is troublesome to her, whether 
it is really a true physiological discharge in 


Digitized by 


Google 



The Clinical Journal.] 


DR. AMAND ROUTH. 


[April 18,1900. 403 


excess, akin to an undue flow of saliva, or 
whether it is pathological. At all events, if it is 
permanently or considerably in excess it canjiot 
be disregarded, and therefore we may call it 
pathological. As a rule, however, a pathological 
discharge is that in which the character of the 
discharge is altered from that of the normal. 
For instance, instead of being mucoid it may con¬ 
tain pus; it may be either muco-purulent, or puru¬ 
lent, and would then be a definitely pathological 
discharge. Or, more rarely, the discharge may 
be entirely different; or there may be a super- 
added discharge, for instance a watery discharge, 
such as I have described elsewhere as due to 
secretion from a persistent duct of Gartner's open¬ 
ing into the vagina; or there may be a vesico¬ 
vaginal or uretero-vaginal fistula; or there may be 
malignant disease, or post-climacteric hydrometra. 
These watery discharges I do not propose to 
touch upon to-day at all, but will at once consider 
my second group, — muco-purulent discharges. 
You will very rarely find a bad case of purulent 
discharge or muco-purulent discharge coming 
solely from the vagina. A few years ago vaginitis 
was considered to be a much more common affec¬ 
tion than it is now known to be. We know now 
that the vagina is lined with a tough variety of 
mucous membrane, bereft of glands, and with 
several layers of pavement epithelium which 
powerfully resist infection, owing to the barrier 
which its structure and its secretions interpose. 
It is very different in this respect to the easily 
infected glandular endocervix opening into it. 
The vulva and the endocervix are the parts most 
apt to become infected, and in many cases of 
supposed vaginitis it means that the vagina is the 
receptacle and vehicle for the discharges coming 
from the endocervix. In the case of chronic leu- 
corrhcea or “ the whites," the vagina is often found 
to be perfectly normal. One sees this in out¬ 
patient hospital practice, where in women who 
have for years been leading an unchaste life the 
vagina is perfectly normal, the whole mischief, 
often of gonorrhoeal origin, being confined to the 
endocervix, or sometimes, perhaps, also in the 
Fallopian tubes. The same thing is often noticed 
in parturient women. Here the discharge, in¬ 
stead of being clear or milky white in colour, is 
yellow, or even greenish, and of course it stains 
and stiffens the patient’s linen. In reaction it is 


generally neutral, and if decomposition has taken 
place it may be alkaline and offensive. Decom¬ 
position is common, because streptococci and other 
pathogenic organisms can thrive in it in the 
absence of the vaginal bacilli. Microscopically it 
contains these pathogenic germs which I have 
mentioned, and sometimes the Bacterium coli 
communis is found pretty largely, as well as plenty 
of granular cells, pus cells, and epithelial debris. 

Before touching on the diagnosis, I must men¬ 
tion a few of the causes of both vaginitis and 
endocervicitis. It is possible to divide these into 
primary and secondary. Primary vaginitis may be 
due to direct infection by gonorrhoea, although it 
is rare. In a very acute case, derived from acute 
gonorrhoea in the male, the vagina is often in¬ 
fected ; but in the more chronic cases, derived 
from a gleet of old standing in the male, it is 
almost entirely the endocervix, though sometimes 
the vulva. Gonorrhoea may remain latent, exist¬ 
ing for years solely as an endocervicitis. It is 
almost certainly true, though by some denied, 
that a chill may produce a vaginitis. For instance, 
I know several cases with somewhat the following 
history. A lady is travelling by train during men¬ 
struation, and has occasion to retire to the 
draughty closet. A cold east wind is blowing, and 
she feels very chilly. Next day she has a rigor 
and a definite vulvitis, and vaginitis follows. It 
may be said that a chill cannot set up the condi¬ 
tion in the absence of infection, but I am sure 
that arrest of the catamenia can be set up by a 
chill, and the protective vaginal bacilli would 
disappear; and as streptococci, etc., are always 
present, they are able to infect the part. 

It must be remembered, foreign bodies of all 
sorts may cause vaginitis. Perhaps the common¬ 
est of these are pessaries which have been retained 
in the vagina for a long time without antiseptic 
douches, setting up a vaginitis with or without 
ulceration. Nowadays, unfortunately, there are a 
variety of chemical or mechanical foreign bodies 
put into the vagina for Malthusian purposes, 
which are, after prolonged usage, very productive 
of subacute vaginitis. 

More rarely vaginitis may also be secondary to 
primary septic endometritis after parturition; after 
injuries in parturition; it may also be secondary 
to vulvitis, as seen in children for instance; or it 
may be caused by a vesico-vaginal fistula. 
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Of the causes of endocervicitis, the commonest 
of all is no doubt parturition—a tom, fissured cer¬ 
vix, with subsequent eversion of the lips, and ex¬ 
posure of the glandular secreting endocervix. 
Other common causes of this are gonorrhoea, or a 
mucous polypus in the endocervix, setting up 
catarrh of the glands with a profuse discharge. 

Secondary endocervicitis is almost invariably 
due to mischief spreading up from the vulva or 
the vagina, and gonorrhoea is the commonest of 
the causes of this. It may be so subacute, or in¬ 
sidious, in onset, that it does not attract the 
patient’s attention at all; such, for instance, as an 
infection from an old gleet, where the mischief is 
almost entirely confined to the endocervix, and 
yet capable of re-imparting the disease. All one 
sees in examining such a patient is that there is a 
chronic catarrh of the endocervix, and one may or 
may not be able to find gonococci in the secretion. 

Diagnosis. — Now as regards making an exa¬ 
mination of the patient with a view to arrive at a 
diagnosis. We will assume that the vulva is not 
in question, for one can examine that by simply 
separating the labia. We may notice, to begin 
with, that a typical muco-purulent or purulent 
material is exuding from the vagina. Then, if a 
digital examination be made, we may feel that the 
vagina is hot and tender in the acute stages; and 
later on one may be able to feel small papillae or 
granulations in patches over the surface, which the 
finger can only just appreciate. This granular sensa¬ 
tion is most often felt over the vaginal portion. In 
some cases one may find, here and there, a sort of 
puckering of the vagina, such as is present in 
senile vaginitis—the adhesive vaginitis of old age. 
This is partly a true vaginitis with granular bleed¬ 
ing patches on the surface, which become adhe¬ 
rent to opposite patches, forming adhesions and 
pouches, in which secretions collect and decom¬ 
pose. These are quite distinctive to the finger, 
but the majority of cases are not distinctive to the 
touch. If a Fergusson’s mirrored tubular speculum 
be passed right up the cervix, in a good light, using 
the largest convenient size, you can observe as it 
is passed, and better still as it is withdrawn, any 
part of the vagina which is inflamed. That is the 
only way of ascertaining and exactly treating any 
particular inflamed area. Sometimes the only 
part affected in chronic vaginitis is that around 
the cervix, especially in the posterior cul-de-sac. 
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In many cases there is a chronic catarrh at that 
spot only, a reddened area, and if you treat care¬ 
fully you cure the patient. 

Now with children, the subjects of vulvitis, you 
ought to be on your guard about needlessly 
examining the vagina. Some books recommend 
that the vagina should be syringed in such cases. 
I consider that dangerous unless it is known 
that the vagina is already involved. If you 
wash away the vulva discharge, and pass your 
finger into the rectum, and make the vaginal 
mucous membrane bulge out so as to be seen 
through the lumen of the hymen, you will see 
whether it is healthy. Passing anything along 
from the vulva into the vagina will very likely 
infect it. The hymen seems to be the natural 
barrier in children against invasion, because at 
that age the vagina is a physiologically inactive 
body, and perfectly aglandular at all events. 
Except in cases of violence or rape, the vagina is 
not likely to be infected. Again, if older girls or 
young adults, presumably virgins, consult you for 
leucorrhoea, one must, at first at least, avoid any¬ 
thing like a local examination. If in such patients 
there is leucorrhoea associated with scanty cata¬ 
menia, in nine cases out of ten it would be due to 
some constitutional condition. And if one can 
find a constitutional cause present sufficient to 
explain leucorrhoea of this sort, such as constipa¬ 
tion and anaemia, or phthisis, one is bound to treat 
the constitutional condition first If the general 
condition improves, and menstruation gets more 
normal and yet the leucorrhoea persists, there may 
be occasion to make further examination. 

There is another class of case in young girls 
where leucorrhoea is associated with menorrhagia ; 
constipation is almost always present, and they 
are generally due to pelvic congestion. Sufficient 
exercises, regular habits, and suitable diet will do 
a great deal to cure those cases. If they do not 
improve under treatment, a local examination 
must be made, under anaesthesia by preference. 
We will suppose that it is necessary to examine a 
woman to detect the cause of a muco-purulent dis¬ 
charge, and to save time we will assume that an 
examination can be made without difficult}*, and 
that a speculum can be passed. Any inflamma¬ 
tion of the endocervix is readily observable by- 
means of the speculum, and can very often be esti¬ 
mated by the finger. The finger might detect the 


Digitized by 


Google 



The Clinioal Journal.] 


DR. AMAND ROUTH. 


[April 18,1900. 405 


cervix to be fissured and its lips everted, and you 
might feel a soft, granular erosion, which is pre¬ 
sent in most cases of catarrh of the cervix. This 
erosion is soft, and has to be distinguished from 
the softness due to pregnancy, which it is very 
much like, by the fact that the surrounding parts 
of the cervix are hard, and one can feel a viscid 
secretion which allows the finger to slide over the 
slippery eroded surface. This erosion used to be 
thought to be an ulceration. But it is not. It 
is sijnply a replacement of the pavement epithe¬ 
lium by the underlying columnar variety of the 
vaginal portion, and this primitive adenomatous 
condition is really raised above the adjacent 
tissues. 

The question of gonorrhoea I meant to go into, 
but I may have an opportunity of saying some¬ 
thing about that upstairs in the ward. 

Now a word about treatment. The treatment 
in the acute stage of vaginitis is aimed at reliev¬ 
ing the pain, the swelling, and the congestion. It 
consists of rest in bed, free purgation, hot fomen¬ 
tations, douches where they can be borne, using 
soothing applications, such as a teaspoonful of 
borax and of liquor plumbi subacetatis, to each 
pint of water. 

In the second stage, even in gonorrhoeal vagin¬ 
itis and vulvitis, one has to use more astringent 
injections, the best of which are sulphate of zinc 
or tincture of iodine, 5ij to three pints; or lysol, 
one drachm to three pints. These are the best I 
know of. Such douches should be used, not with 
a Higginson’s syringe, but with a douche can, 
placed six feet above the patient, who should be 
recumbent on a bed bath. 

Supposing the vaginitis has become chronic 
when you see the patient, that is to say, supposing 
it is a case of subacute vaginitis resisting treat¬ 
ment, or of granular vaginitis of old standing, or a 
case of adhesive vaginitis, the treatment is very 
much the same, and it ought to be quite definite. 

Some such treatment as I am going to mention 
now, in any case of prolonged vaginitis, is more 
likely to cure the patient at one sitting, than weeks 
of douching. The plan is as follows. Have the 
patient douched; then, in the lithotomy or side 
position, pass the largest speculum you can, and 
wipe away all discharge from the vaginal walls as 
you withdraw it, noticing every spot which is red. 
Sometimes there are bleeding points, sometimes 


inflamed points; and on all such spots apply ten 
grains to the drachm solution of nitrate of silver. 
This solution is more uniformly successful than 
anything else. One must take care that no excess 
of the solution is allowed to trickle down over 
the perinaeum. Then pass the speculum again, 
gently tampon the vagina with iodoform gauze, 
which should be left in for twenty-four to forty- 
eight hours. When the gauze is removed, the 
vagina is again inspected, and the application re¬ 
peated ; or if this does not seem necessary, lead 
and borax douches should then be daily used. If 
the endocervix is involved you must treat that, or 
the vagina may be reinfected. Sometimes in a 
very chronic case it may be necessary to scrape 
the endocervix, and then apply the nitrate of 
silver, or pure carbolic, or iodised phenol; but as 
a rule one of these agents used three or four times 
at a week’s interval, will effect a cure without 
scraping. Sometimes it is useful to use an 8 per 
cent, solution of sulphate of copper, some of which 
is poured down a Fergusson’s speculum and worked 
in and out of the cervix by a Playfair’s probe, and 
in one or two sittings you may find the catarrh and 
erosion lessening. In rare cases stronger caustics 
or the actual cautery may be required. Some 
cases seem to yield to no treatment, and yet get 
cured after the treatment has been stopped. 

These are just a few of the points in connection 
with the subject, which I thought would fill up 
the half-hour I had to spend before going up to 
the Chandos Ward, where there are some cases 
which you will probably find interesting. 


Case i. Salpingitis and Peritonitis (? Tubercular ), 


This patient was in one of the medical wards 
some time ago for pleurisy; there was no suspicion 
that it was tubercular. She went out, and subse¬ 
quently returned here. Her history is this: men¬ 
struation began at fourteen years of age. It was 
regular, occurring every four weeks, and lasting for 
three or four days. There was no dysmenorrhoea. 
She has had amenorrhoea since July 12 th of this 
year, with abdominal distension. She was at first 
found by my colleague, Dr. Eden, to have a dis¬ 
tended abdomen, and there were distinct coils of 
matted bowel in the left lumbar region, forming 
definite tumours. But it was resonant on percus¬ 
sion, and peristaltic movements could be seen. 
No free fluid could be made out. When she came 
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in here there was one mass in the left lumbar 
region of the abdomen, with a good deal more 
resistance than one ought to feel, and it was 
thought that it was partly faecal accumulation, 
as well as adhesive peritonitis. On examination 
per rectum , however, it was found that the uterus 
was fixed, and that the tubes and ovaries behind 
the uterus were matted together in a hard, resist¬ 
ing mass, filling Douglas’s pouch and both pos¬ 
terior quarters of the pelvis behind the broad 
ligament. The history of pleurisy beforehand, 
the intact hymen, and the absence of any history 
of an inflammatory attack, made it much more 
likely that this condition was tubal mischief of 
tubercular origin than merely inflammatory. There 
has been no previous history of leucorrhoea, 
nothing which would make one suspect any possi¬ 
bility of other infection. She has, moreover, 
enlarged lymphatic glands in her neck, which are 
suggestive. Therefore it looked as if an abdo¬ 
minal operation would be required to verify the 
diagnosis, and to remove the tubes if found to be 
thus affected. It was very likely that her peri¬ 
toneum had been the seat of tubercle also. The 
difficulty that one had, however, was that there 
was no evidence of any pulmonary mischief, no 
pyrexia, no cough, or other physical signs pointing 
to tuberculosis. There is an old law, known as 
Louis’s law, which says that if, in an adult, there 
is tubercle anywhere in the body, it is always 
present also in the lung. Laennec had previously 
stated that this was true as regards children also. 
The lung affection may not, of course, be a discov¬ 
erable lesion. It is a very plausible theory, because 
if a person is liable to be infected with tubercle, the 
lungs are the likeliest part to be first implicated. 
This “ law ” of Louis was quoted in a recent dis¬ 
cussion at the Obstetrical Society' by Dr. Hor- 
rocks, and he now writes to me, “ It does not, of 
course, hold, but, as Dr. Pye-Smith says, we now 
recognise as tuberculous many lesions which were 
not so regarded sixty or seventy years ago, and 
hence Laennec’s and Louis’s statements are in¬ 
correct.” It is probable, though we do not know 
very much about it yet, that the tubes, which are 
the most common part of the genital organs to be 
secondarily invaded, are infected per vaginam 
through the uterus. It is also certain, I think, 
that it may be secondary to primary mischief in 
the peritoneum. It is also probable that primary 


tuberculosis of the tubes may sometimes occur. 
Most observers look upon primary ovarian tuber¬ 
culosis to be rarer than primary tubercular sal¬ 
pingitis; and Herman says “that although pri¬ 
mary tuberculosis of the ovary has never been 
observed, the observations of Dr. Whitridge 
Williams show that primary tuberculosis of the 
tubes is much commoner than was formerly 
supposed.” In a paper read a little time ago 
before the Obstetrical Society by Dr. G. R. Turner, 
it was pointed out that out of 27 consecutive cases 
of phthisis in women attending at the Hospital 
for Consumption, Brompton, five or six of the 
cases, that is 18 per cent., had definite organic 
lesions of the uterus, tubes, or ovaries of a tuber¬ 
cular nature. Some were so slight that they 
would be passed over in an ordinary post-mortem, 
but were sufficiently obvious when really looked 
for. In the recent cases it was easy to demon¬ 
strate microscopically the presence of the bacilli 
of tubercle; while in the more chronic ones the 
bacilli were absent, though there were the giant- 
cells in evidence. 

This particular patient has greatly improved. 
All adhesions between palpable coils of intestines 
have yielded, and the solid, fixed mass low down 
in the pelvis has become much smaller. We 
have, therefore, postponed any operative inter¬ 
ference. She lias improved in her general health, 
the temperature keeps down, and the uterus is 
daily getting more movable, and the pelvic masses 
are certainly smaller and more nodular—a sure 
sign of absorption of inflammatory exudation. So 
one hopes to see that the tubercular diagnosis after 
all was not the correct one. 

Case 2. Large Fibroid Uterus impacted in the 
Pelvis. 

This patient has a large fibroid of the uterus, 
and I invite you to feel it. Her age is thirty- 
eight, and she is a married nullipara. She was 
admitted on 12th October of this year, and her 
chief complaints are dysmenorrhoea, which has 
been coming on during the last two or three 
years, moderate menorrhagia, and a certain 
amount of difficulty in micturition for a few days 
once a month for the last four months, owing to 
the fact that the fibroid gets larger just before 
each menstrual period, and presses on the neck of 
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the bladder. For the last twelve months the 
patient has noticed a tumour in the lower part of 
the abdomen on the left side, and it has been 
gradually getting larger. For the last six months 
her dysmenorrhcea has been severe, and she has 
been losing more copiously. There has been no 
leucorrhoea or constipation. On examination, one 
finds a large fibroid reaching up a hand’s breadth 
above the umbilicus, very nodular, with several 
outlying sub-peritoneal fibroids which are partly 
pedunculated, and movable. Per vaginam, one 
finds that the whole sacral hollow is occupied by 
the fibroid, which has evidently been growing and 
filling up the pouch of Douglas, and most of the 
true pelvis. The cervix cannot be reached, but 
we know where it is because the beginning of the 
posterior lip can be felt, high up above and be¬ 
hind the pubes. We cannot, therefore, make any 
investigation with the sound, nor treat the endo¬ 
metrium locally. When she first came in, with 
comparatively few symptoms, but a definitely en¬ 
larging tumour, by some mistake her age was put 
down as forty-eight, whereas she is really thirty- 
eight. Well, as you know, a fibroid at thirty- 
eight and one at forty-eight are two very different 
things. Thinking her age was forty-eight, one 
hoped to be able, in the absence of marked menor¬ 
rhagia, to tide her over her menopause, which 
could not be very far off, without operation. She 
has now been in a month, and we have carefully 
watched the physical signs and made careful 
measurements, and find they are a little less than 
they were, but not much. What I have been wait¬ 
ing for during the last ten days is that her period 
was due fourteen days ago, but has not come yet. 
She is sure of her age, so we can hardly hope for 
the menopause, the nearness of which was at first 
thought to be a strong point in her favour. There¬ 
fore, as we have got another ten or twelve years 
before the menopause comes on, operation seems 
necessary. When one cannot reach the cervix, 
and so cannot explore the endometrium nor tie 
the uterine arteries, and where it would be practi¬ 
cally impossible to remove the appendages because 
the broad ligaments would be so spread out, 
it will be imperative to do the larger operation of 
abdominal hysterectomy. For that reason, and 
because it would be a serious operation, as the 
fibroid is burrowing in the broad ligaments, one is 
giving her a little longer time to make up our 


minds, and to help her to make up tier’s as to what 
she will have done. 

P.S .—As this patient’s u period ” had not come 
on after six weeks’ amenorrhoea, and the tumour 
was slightly diminishing in size, and she was free 
from pain, she was sent out and told to return in 
a month and report progress, being put on sal 
ammoniac in the interval. 


Case 3. Acute Peritonitis; Pelvic Abscess; 
Operation. 


This patient has had an attack of acute pelvic 
mischief. She has had a good deal of abdo¬ 
minal pain at each of her three last menstrual 
periods. There was probably something inflam¬ 
matory going on there; some endometritis, for 
she has had also much leucorrhoea. At her last 
period, four weeks ago, she had no pain before the 
flow, but immediately afterwards she had very 
severe pain all over the pelvis and lower abdomen. 
It is pretty clear from the history that she then 
had an attack of perimetritis, inflammation having 
spread up in the meanwhile along the uterine 
cavity and along the tubes. There was a clear 
interval of a week after her last period ceased, 
but then the flow returned and has continued off 
and on since. She has also had profuse leupor- 
rhoea since then, with obstinate constipation. 

Metrorrhagia is one of the commonest symptoms 
of pelvic inflammation. Her temperature when 
she came in was 102°, and you will see by the 
chart that it is on the upward trend. One finds 
on physical examination that the uterus is fixed 
rather low in the pelvis, that there is a large exu¬ 
dation behind the uterus in Douglas’s pouch and 
on either side of the uterus posteriorly, and there 
is a little tailing off of the inflammation, as if 
there was some cellulitis in addition. There is 
very marked tenderness on superficial palpation 
over the right iliac fossa. The abdomen is slightly 
rigid on the left side. As the temperature has 
gone up, this retro-uterine swelling is softening at 
one spot to the left and behind her cervix. Per 
rectum, Douglas’s pouch bulges very markedly, 
but the mass is very hard there. There is no 
effort on the part of the pus—which I have no 
doubt is now present—to discharge itself into the 
rectum; but from the definite elasticity and fluc¬ 
tuation on the left side per vaginam, I have no 
doubt it is trying to make its way out there, and 
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to-morrow I shall make a free incision per vaginam | 
and drain, and after that no doubt the tempera- j 
ture will drop. I believe it is entirely intra- | 
peritoneal, limited by adhesions, and not, as many 
of these abscesses are, in the parametric tissue. 
One knows it is not trying to open into the 
rectum or bladder, because there is no evidence 
of rectal or bladder tenesmus, no diarrhoea nor 
frequent micturition. This is one of those curious 
cases where there is no definite history of infec¬ 
tion, but it is apparently due to a persistent germ- 
ridden leucorrhoea, from an endometritis spreading 
in a quiet way along the tubes, and infecting the 
pelvic peritoneum. 

P.S .—The abscess was opened the following 
day by posterior colpotomy, and a drainage-tube 
inserted, ten ounces of pus coming away from 
Douglas’s pouch. Her temperature then fell, and 
continued at normal. 

Case 4. Suppurating Retention Cyst of BartholinPs 
Gland; Operation . 

This next case was one of a suppurating Bartho- 
lini cyst. There is no particular history pointing 
to it. She is a married multipara, aged thirty- 
six, and was admitted on November 7th. Her 
periods have generally been accompanied by an 
epileptic fit, to which she has been subject since 
twenty-one years of age; and we may notice that 
these fits recurred frequently during pregnancies, 
and would by their frequency, apyrexia, and non- 
albuminous urine, be easily distinguished from 
puerperal eclampsia. She noticed a swelling two 
months ago in the right labium soon after re¬ 
covering from pneumonia. It gradually became 
very p&inful and larger, caused marked coccy- 
godynia, etc. We found a good deal of oedema 
round the swelling in the labium majus, and also 
in the labium minus on that side, the swelling 
bulging forward and to the opposite side, showing a 
spot of distinct softening in the neighbourhood of 
the duct itself. It was quite evident that suppu¬ 
ration had occurred. 

As I always try to do in these cases, I dissected 
out the whole cyst, instead of merely making a 
free incision. When only an incision is made, it 
takes three to six weeks to granulate up, whatever 
treatment is adopted. But if we dissect the gland 
out, stopping the haemorrhage by ligatures or by 
twisting the vessels, and then pass a series of 


buried ( “ purse-string ” ) sutures from the top to 
the bottom of the cavity in different layers and tie 
them somewhat tightly, it usually heals by first 
intention, except here and there where a little bit 
of mucous membrane will slough round the line 
of incision. Silkworm ligatures are generally 
used, and if they are taken out at the end of a 
week, the patient is able to go out with only a 
small superficial granulating wound. This treat¬ 
ment thus saves many weeks. If a little bit of 
gland tissue is left behind, a sinus may be left; 
but in this case I was able to dissect the whole 
gland out. 

Case 5. Abortion induced by passage of a sound 
eight months ago ; Metrorrhagia since; Gonor¬ 
rhoeal Urethritis and Endocervicitis. 

The next case is that of a young unmarried 
woman of twenty-two, who unfortunately became 
enceinte six or eight months ago in America. In 
that country an abortion was induced by the 
passage of a sound, and three days later she had 
intermittent pains and an abortion. It was 
apparently a three months’ gestation. She appears 
to have taken very little notice of it, and did not 
stay in bed at all. In fact the abortion began at 
a dance, and a foetus two and a half inches long 
was passed the next morning. Since then she 
has practically not been free from metrorrhagia,— 
that is to say, for the last seven or eight months 
she has had almost daily loss. In addition, there 
has been a thick, yellow, offensive discharge. 
From the physical evidences, this discharge is 
probably of gonorrhoeal origin, though there is no 
definite history here of an acute onset; but one 
finds on examination considerable endocervicitis 
and endometritis. Both the uterus and vulva are 
very tender, and one finds the urethra is inflamed 
and exuding pus. After wiping the orifice one 
can squeeze beads of pus out of the urethra, and 
the ducts of Bartholini are also inflamed. So it 
is extremely likely, as these other parts are in¬ 
fected, that the symptoms are due to something 
which readily infects and persists for some time, 
such as gonorrhoea, in addition to the presence of 
placental debris which may be left behind from 
the abortion. A certain diagnosis of gonorrhoea 
in many of these cases of inflammation is prac¬ 
tically impossible, for it is a question of degree 
more than anything else. We know, as a rule, it 
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leaves more definite and more persistent marks 
behind it than ordinary non-specific inflammation, 
and that it is more liable to infect the mucous 
membranes in other directions, such as Bartho- 
lini’s ducts, the urethra with Skene’s ducts, and 
the twenty or more glands opening on its floor. 
If there is gonorrhoeal endometritis, it may invade 
the tubes and perhaps the peritoneum also. I 
propose, therefore, to explore the uterus by rapid 
dilatation, remove any placental tuft, and curette 
the uterus and keep up vaginal antiseptic douches, 
so as to permit free drainage; and the whole 
trouble will rapidly subside, even if salpingitis is 
already present. We know that for some reason 
or other gonococci do not live in the tubes long, 
the pus soon becoming sterile in gonorrhoeal 
pyosalpinx, so that when once disinfection of the 
uterine cavity and the structures in the neighbour¬ 
hood has been carried out, the case rapidly 
recovers if the tubes are able to drain into the 
uterus. 

P.S .—Next day the uterus was explored, two 
small bits of organised placenta were found. The 
uterus was curetted, and iodine liniment applied 
to the endometrium. Pure carbolic acid was 
applied to the whole length of the urethra. 

Case 6. Ruptured Tubal Gestation ; Broad Liga¬ 
ment Hcematoma ; Pyrexia ; Postero-lateral 
Colpotomy . 

This patient, a married woman aged thirty- 
three, is a case of much interest. The history is 
a little bit unusual. She has been married nine 
years, having had one child, seven years ago; no 
miscarriages. Menstruation has been pretty 
normal; she has had dysmenorrhoea for one day 
previous to flow. From July 29th last to Septem¬ 
ber 23rd, namely for eight weeks, there was com¬ 
plete amenorrhcea. On September 12th,—that is 
to say, seven weeks from the commencement of 
the amenorrhoea,—she had a sudden severe pain in 
the abdomen, in consequence of which she took 
to her bed and called in a doctor. In a week’s 
time the pain, which had been intermittent and 
stabbing in character, became much more severe, 
and I suppose was due to tension of the dis¬ 
tended tube with tubal peristalsis. On Septem¬ 
ber 23rd the patient had a sudden attack of 
syncope with a rigor, which lasted an hour, and 
left her extremely weak and exhausted. From 


that moment she began to lose a thick brownish 
discharge. My impression is that that was the 
first rupture, and haemorrhage from the ruptured 
tube. The pain and shock became less severe, 
and ceased on October 6th; so the haemorrhage 
could not have been very profuse, and she seems 
to have rallied from it well. On October 7th she 
had another severe attack of pain, lasting three 
hours, and became cold and faint, and vomited 
several times; this left her in a condition of col¬ 
lapse. The doctor who was called in found the 
temperature 104°. That is the only difficulty I 
have in the case—the temperature being 104° at 
the onset. In collapse one generally finds it sub¬ 
normal after haemorrhage, but I have often known 
it to be ioo° or 102° from the tension of the en¬ 
cysted blood. It is possible there had been some 
pre-existing trouble, and that she had some peri¬ 
metritis too. She was admitted on October 12th. 
The abdomen was rigid over the right inguinal 
region, and per vaginam a hard fixed mass could 
be felt in the right lateral fornix, extending some¬ 
what behind the supra-vaginal cervix. The mass 
appeared to be lying in the broad ligament, and 
to have burrowed under the peritoneum behind 
the uterus, pushing that organ to the left and for¬ 
wards. My impression was that it was a haema- 
toma in the right broad ligament, which had 
stripped up the peritoneum from the back of the 
uterus, resembling somewhat, therefore, an intra- 
peritoneal haematocele in its physical signs. Per 
rectum one should find it continuous with the 
mass in the right side of the pelvis. The uterus 
was three inches long and almost fixed; the sound 
passed to the left and forward. The patient had 
a temperature about 102° for ten days, and at 
one time had a subacute tonsillitis. The pelvic 
mass was most distinctly getting larger, pushing 
the uterus bodily forwards and to the left, and 
the posterior and right lateral fornix w r ere being 
gradually obliterated, and the whole posterior and 
right side of the pelvis was becoming more defi¬ 
nitely elastic. In the presence of the temperature 
it looked as if this haematoma was undergoing 
suppuration. Accordingly on November 6th I 
opened the haematoma from behind and to the 
right of the uterus, and let out a great quantity of 
partly decolourised clot, and also some recent 
blood, the whole undergoing just that change 
which precedes actual suppuration. As you will 
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see from the chart, the temperature immediately 
dropped. I flushed out the cavity in the broad 
ligament with iodised water, by means of Budin’s 
catheter, and a large rubber drainage-tube was 
inserted and fixed by silk suture to the lip of the 
wound. The tube came away two days ago, and 
I have substituted for the tube an ordinary diverg¬ 
ing intra-uterine stem pessary, which keeps the 
wound from absolutely closing. No foetal pro¬ 
ducts could be found. The patient is doing very 
well. The whole internal surface of the broad 
ligament cavity was rough and covered with clots, 
so that one could make out nothing by the finger. 
But from the history and physical signs, and the 
result of the operation, I have little doubt that it 
was a case of rupture of the tube downwards into 
the broad ligament on the right side, with two 
or three attacks of haemorrhage, and I believe she 
will now be quite well. She was very anaemic when 
she came in. These broad ligament haematomata 
rarely require to be dealt with at all, but here sup¬ 
puration threatened. Such cases, as well as many 
encysted haematoceles (intra-peritoneal), can be 
treated satisfactorily per vug inapt , as an alterna¬ 
tive to abdominal section. 

P —The patient left the hospital, well, on 
November 24th. 

Case 7. Colpocele ; Secondary Elongation of Cervix 
and Prolapse in a Hcemophiliac; Operation . 

This patient is a married woman aged forty- 
five, and she was admitted on 12th October last. 
She has been married twenty-four years, has had 
five children and two miscarriages. On admission 
her cervix was protruding at the vulva. There 
was also an extensive colpocele with cystocele in 
front, but no rectocele behind. The body of the 
uterus was found to be only slightly prolapsed, 
and its cavity was inches long, the supra¬ 
vaginal cervix being elongated by being dragged 
on by the colpocele. The patient has elsewhere 
had three perinaeal operations for prolapse, dating 
from six months after her first labour, but they 
were all failures. Recognising that the cause of 
the cervix being so low was due to the colpocele, 
I did an anterior colporrhaphy, stripping off a 
large piece of the anterior vaginal wall from the 
bladder, and then stripping the bladder off from 
the rest of the anterior vaginal wall in all direc¬ 
tions, turned it up, and drew the mucous mem¬ 


brane together. I do not think it is of any use 
to merely' take a piece away from the anterior 
vaginal wall, drawing it together, and puckering 
up the bladder. You need to strip the bladder 
off, turn it up, and let it, as a whole, take new 
attachments, and the results are usually good. I re¬ 
stored the perinaeum as far as the many cicatrices 
permitted, by splitting the recto-vaginal septum. 
She had a good deal of general capillary oozing 
from all parts of the perinaeum at the time erf the 
operation, but not more than one finds usually on 
operating with ether as the anaesthetic. She 
went on losing a good deal erf blood, and, as pres¬ 
sure did not arrest it, I had to open up the perinaeal 
wound, and then found that the bleeding was still 
a capillary oozing. It turned out that she was a 
case of sporadic haemophilia, and bled freely on 
small provocation from cuts, etc., and I think that 
is the reason why the other operations have not 
succeeded. If I had known this from the begin¬ 
ning I might have treated her with chloride of 
calcium, which is the best remedy for these haemo- 
philic cases, because it causes the blood to more 
readily coagulate. As you are aware, haemophilia 
is very rare in women, and even those women 
who do suffer from it, suffer more from minor 
troubles, such as ecchymoses, and do not from 
menorrhagia or post-partum haemorrhage. An¬ 
other curious thing about haemophilia which I 
might remind you of is that supposing there is a 
family of brothers and sisters, it is the brothers 
who are the haemophiliacs; but it is not the bro¬ 
thers who pass on the hereditary condition, but the 
sisters, who are not themselves the subjects of it. 
So that in the next generation, it is the children 
of the sisters who are affected, not of the brothers. 


Case 8 . Mixed Parametric and Perimetric Exu¬ 
dation; Ischio-rectal Abscess. 


The next patient, a widow aged twenty-eight, 
has had pelvic inflammation. We do not know 
exactly the origin of it, but it is a mixed variety 
of inflammation, perimetritis and parametritis 
being both clearly present. The uterus was fixed 
when she came in, with a good deal of exudation 
in Douglas’s pouch, as well as in both broad liga¬ 
ments. In addition, she had an ischio-rectal 
abscess, which Mr. Agnew, my house physician, 
opened, and we could trace no connection be¬ 
tween the ischio-rectal abscess and the exudation 
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round the uterus; there seemed to be a perfectly 
clear margin between the two. But it is possible 
that by some means or another the inflammation 
spread, but it would have had to burrow 
along the rectum or go through the levator 
muscles and fascia of the pelvic floor in order to 
reach the ischio-rectal fossa. Subsequently it was 
found that the ischio-rectal abscess was at its 
upper end bounded solely by the mucous mem¬ 
brane of the rectum, so it was laid open freely 
into the bowel, as for fistula. The uterus is now 
becoming freer, more mobile, and she will soon 
be able to go to the convalescent home. 

Case 9. Atrophic Endometritis in a woman 
aged 47 ; Curetting. 

The next case is one I curetted last week. It 
was an intractable case of endometritis. It 
proved to be not one of the fungoid hypertrophic 
forms, but atrophic. These, almost aglandular en- 
dometria, secrete a great deal of purulent material, 
which is very often offensive. They yield to no 
applications to the endometrium, and deep curet¬ 
ting is the only course likely to be of sendee. 
Now I hope she will be quite well. Atrophic 
endometritis really consists of inflammation of the 
lining membrane, with almost entire destruction of 
glands and an abscess of gland orifices; so one 
finds numbers of very short glands, and a very 
thin mucous membrane, quite free from cilia, and 
with often no definite tubular epithelium. Small 
retention cysts from blocking of the gland ducts 
are also found on section. These cases are all 
of true inflammatory origin. Microscopically the 
membrane of such uteri bears a striking resem¬ 
blance to that of a uterus to which pure nitric 
acid has been applied, and differs entirely from 
the normal epithelial and glandular membrane 
which is found three months after a successful 
curetting. 

The Treatment of Dynamic Hens by Atro¬ 
pine. —Batsch (‘ Centralblatt fiir Chirurgie/ No. 
51, 1899), after calling attention to the two forms 
of what he terms dynamic ileus, one due to paraly¬ 
sis, the other to spastic contraction of the muscular 
coats of the bowel, states that atropine is the drug 
which is indicated for physiological reasons. It 
should be given in full doses, and he reports two 
cases treated by one fifteenth of a grain adminis¬ 
tered hypodermically. 

Therapeutic Gazette , March, 1900. 


A THURSDAY CONSULTATION 
AT ST. BARTHOLOMEW’S 
HOSPITAL. 


Mr. Walsham brought up a male patient, aged 
twenty-three, who on the previous Sunday was 
playing with his brother with a small toy pistol, 
when it accidentally went off, the bullet entering 
just below the right orbit. The pistol was two 
feet from the man when it was discharged. On 
admission to the hospital he was dazed, and rest¬ 
less, with speech inarticulate, and was unable to 
stand. Immediately after the accident there was 
a continual spitting of blood and bleeding from 
the nose. He repeatedly opened the left eyelid 
in the endeavour to see with that eye, but failed, 
and he then vomited some blood. No paralysis 
of any kind could be discovered, but the patient 
declared he could not see with the left eye, though 
the bullet had entered below the right. Mr. 
Walsham found that a probe introduced into the 
small wound passed inward, upward, and back¬ 
ward three and a half inches, which would mean 
that it went through the ethmoid and sphenoid 
at the back of the orbit, and cut across just in 
front of the sella turcica. He had had a skia¬ 
gram taken, which he exhibited, showing the 
bullet very distinctly in almost the centre of the 
head. The exact position of the bullet had been 
localised by Dr. Hugh Walsham by the X rays, 
and was found to be about four inches from the 
right parietal bone. The left eye had been 
examined by Mr. Vernon, who made the follow¬ 
ing report: “ Left optic disc swollen and oedema- 
tous, with strangled blood-vessels, a condition 
which could only be produced under the circum¬ 
stances by local pressure, anterior to the optic 
commissure, either by a foreign body, by haemor¬ 
rhage, or by rapidly-developing meningitis.” There 
was no paralysis of the arm or leg, nor of the 
ocular muscles, though Mr. Hewer, the house 
surgeon, did not think the left eye moved as 
freely as it had done, and the grasp was somewhat 
feeble in the right hand. It was most likely that 
the patient could not see properly, because when 
fingers were held up he could not say how many 
there were, nor could he recognise persons. He 
said he had perception of light. His speech was 
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very peculiar, and bis mental condition strange; 
for instance, when asked the previous day how 
old he was he said three years, and after that he 
said thirteen. To-day he could give his age 
correctly, but his answers were still strange. Alto¬ 
gether he had been more sensible to-day than 
previously. No difference had been detected in 
the strength of the grasp with the two hands 
until to-day, when the right was perhaps feebler. 
The temperature and pulse had been normal, but 
he complained of some headache, especially in 
the frontal region. 

Continuing, Mr. Walsham said he supposed it 
would be clear to everybody that the bullet was 
in the man’s brain, as proved by the distance 
which the probe passed, by the evidence of the 
skiagram, and by the fact that he had injury to 
his left optic nerve. Then the bleeding from 
the mouth looked as if the bullet had passed 
through the back of the nose or along the roof of 
the naso-pharynx. He thought it had gone 
through the ethmoid and body of the sphenoid 
bone. It seemed to be a very interesting case, 
and he showed it on this account, and not that 
he thought any of his colleagues would recom¬ 
mend him to remove the bullet To attempt to 
do so seeing its depth and small size, would neces¬ 
sitate a prolonged search for it, and would be 
likely to kill the patient Therefore he proposed 
to leave it alone. 

Mr. Marsh said Mr. Walsham seemed to have 
got some distinct evidence as to the exact situation 
of the bullet. He (Mr. Marsh) took it that the 
exact track taken by the bullet must be uncertain, 
though there was a good deal of probability in 
what Mr. Walsham had said. As to operative 
measures, he was inclined to think nothing could 
be done. The skiagram probably showed the 
position rightly, but it was not easy to hit upon 
the spot to an inch. If that could be assured 
without the necessity of searching, then probably 
the bullet could be extracted without disturbing 
the adjacent parts. Certainly hunting about in 
that part of the brain would do the patient a 
great deal of harm, and he thought the case was 
better left alone. One could conceive a foreign 
body like that being tolerated eventually; and 
apparently the patient was better than he had 
been. 

Mr. Bowlby said he had little to add to what 


had been said. He agreed that the probable 
track of the bullet was that indicated by Mr. 
Walsham. He thought operation should not be 
attempted; if it were his case he would leave it 
alone. 

Mr. Lockwood agreed that the bullet had 
passed through the back of the ethmoid obliquely 
and through part of the sphenoid, injuring in some 
way the left optic nerve. There was either 
haemorrhage into the nerve, or, perhaps, some 
laceration of it The nerve certainly was not 
completely divided. He believed the symptoms 
pointed to the probability that the bullet had 
lodged in the corpus striatum, and he thought 
that explained the patient’s difficulty in speaking, 
as well as the fact that there was now a marked 
difference in the strength of grasp by the two 
hands. He considered there was some paresis of 
the left arm. The condition of the patient seemed 
to be improving, his temperature was falling, the 
pulse was now quiet, and he would advise waiting 
to see what happened. If additional symptoms of 
paralysis developed, he thought something opera¬ 
tive should be done, and would then recommend 
an operation on the left side of the head so as to 
explore the left corpus striatum. 


X-Ray Diagnosis of Emphysema.— In em¬ 
physema one sees in the fluoroscope that the lungs 
are unnaturally clear and that their volume is 
increased ; the dilated right auricle and pulmonary 
artery are observed, and the whole enlarged heart 
is seen more clearly than normal, although by 
percussion its true outline cannot be determined; 
it is also seen to lie lower than in health, and in 
the later stages in a more vertical direction. The 
diaphragm is seen to be lower than normal, and 
the excursion which it performs between deep 
inspiration and expiration to be less than normal. 
In some cases the emphysematous condition may 
be greater on one side than on the other. The 
lower position and the more limited excursion of 
the diaphragm give a means of making a diagnosis 
of this condition earlier than has hitherto been 
possible, or in some cases the lack of these signs 
enables one to exclude it.—F. H. Williams, 
PhiladeL Med . Journ ., January 6th, 1900 ; Monthly 
Cyclopcedia . 
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DISCUSSION ON DR. SAYAGE’S PAPER* 

AT 

MEETING OF THE SOCIETY OF 
ANESTHETISTS, 

At 20, Hanover Square. 


Mr. Tyrrell said he had had very little experi¬ 
ence of such cases as Dr. Savage had just brought 
before the Society. But he would like to thank 
Dr. Savage, on behalf of the Society, most sin¬ 
cerely for coming before them on such a bad 
night to give an address. He was only sorry there 
was such a small audience; but the paper would 
be none the less valuable when published in the 
1 Transactions/ and the contribution would by that 
means be lasting and available for every member 
and others. As he had said, he had had very 
little experience of any of those cases of mental 
aberration after the administration of anaesthetics. 
Until that evening he was not aware that stupor 
was at all a common thing after the administration 
of anaesthetics. But he had recently had a little 
girl as patient, who fell into a state of stupor after 
coming round from the anaesthetic and being 
reasonable for an appreciable time. After that 
period she gradually fell into a state of stupor, 
and stayed in it for three days. During that time 
she would not speak, did not ask for her food, and 
her relatives became rather alarmed. The opera¬ 
tion was the removal of adenoids and tonsils, and 
the anaesthetic used was chloroform. However, 
she suddenly awoke at the end of the three days 
as if from a dream, and was quite herself, and as 
far as he knew had remained so ever since. That 
was the only recent case he could recollect. They 
might hope that cases of the kind were very rare. 
He had administered anaesthetics to the subjects 
of chronic insanity both for abdominal operations 
and for removal of the breast; and as the sur¬ 
geons were friends of his he would have heard if 
the cases had been any the worse after the opera¬ 
tion. In the case alluded to by Dr. Savage, he 
(Mr. Tyrrell) administered the anaesthetic, and 
great trouble was anticipated in getting the patient 
under, but with gas and a little management she 

* Published in ‘The Clinical Journal,’ April nth, 1900. 


quickly came under its influence. He had heard 
from the surgeon since that, instead of there being 
increased trouble afterwards, the patient was more 
reasonable than before the operation. She only 
complained that God had given her two breasts, 
and she did not see why one should be taken away 
from her. 

Mrs. Scharlieb said she had had in her experi¬ 
ence one instance bearing on the present dis¬ 
cussion. It was that of a highly neurotic lady 
who became temporarily insane on two occasions 
after the administration of an anaesthetic. She 
had not had a previous attack of insanity of any 
kind. It was necessary to put her under an anaes¬ 
thetic for pelvic exploration. It was carefully 
administered by Mrs. Keith, and immediately on 
recovering her senses the patient violently attacked 
her and Mrs. Keith, and they were very glad to 
have the assistance of a nurse to hold her down. 
The state of excitement lasted twenty-four hours. 
She then recovered, but with the lasting delusion 
that, instead of being in the ordinary bedroom 
of a nursing home, she had been put into some 
lethal chamber, with the doors and windows 
barred, and that she had been entirely deprived of 
light and air and personal liberty. About a year 
after that it was necessary to operate on her, and 
on that occasion Dr. Dudley Buxton gave her gas 
and ether. She (Mrs. Scharlieb) found one of the 
patient’s ovaries greatly diseased, and removed it. 
She told Dr. Buxton of their previous experience 
with her, and when she was beginning to come 
round from the anaesthesia he put a wet handker¬ 
chief over her eyes, and ordered her to keep her 
eyes shut and not to talk. This she obeyed for a 
little time, but rapidly became maniacal, and re¬ 
mained so for about a fortnight. She eventually 
recovered. She made a good surgical recovery. 
Her mental health was almost entirely resumed, 
but even to the present day if she (Mrs. Scharlieb) 
ventured to ask her anything about her experience 
at the time of the operation, she always said, “ You 
are under a delusion as to my operation; I was 
not carefully and kindly treated ; I was not nursed 
in the ordinary sense, but I suffered great physical 
restraint I was placed in a place with the win¬ 
dows and doors shut; I was denied my food; and 
I was altogether thoroughly wretched. You will 
never believe me, I know, but my experience was 
such as few people undergo.” Of course, she 
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(Mrs. Scharlieb) had now ceased to talk to her 
about it, but the delusion remained. The patient 
was otherwise a hard-working, highly intelligent 
woman, who wrote for the Press, and was alto¬ 
gether a trustworthy and useful member of 
society. 

Dr. Bakewell said he would like to ask Dr. 
Savage one question regarding a matter which had 
often come before him, namely as to the quantity 
of the anaesthetic used in the case of idiots and 
insane persons. He had never given anything but 
chloroform in such cases, and had always experi¬ 
enced great difficulty in getting the patient under. 
One case only—an idiot who had been under 
bromide for some time previously—went under 
without much trouble. In the other cases of in¬ 
sanity in which he had given the anaesthetic, 
larger quantities than usual were necessary, and 
the process of anaesthesia was more gradual. He 
only remembered one case of insanity following 
the anaesthetic, namely in a girl who had been 
insane before, and had oophorectomy performed. 
She came out of the anaesthetic quite sane and 
without any trouble, but afterwards she gradually 
got more excitable, and began writing letters which 
showed that her mind was not quite right. She 
gradually got more insane, so that it was necessary 
to put her away. He might mention that in the 
case of the idiot who had previously been under 
bromide, he was a long time recovering from the 
anaesthetic, and when he did so he was very 
excited, but soon came round again. 

Mr. Davis said he could only remember one 
small experience bearing on the present discus¬ 
sion. It was in the case of a very strong man, 
in whose family there was no history of mania. 
He had an operation performed on the throat, 
lasting only a very short time, and the anaesthetic 
used was gas and ether. Immediately after re¬ 
covering he had what Dr. Savage had called 
delirious excitement, so that two or three were 
necessary to hold him down. It seemed quite 
certain that, unless restrained, the patient would 
have done himself or others violent harm. That 
condition lasted forty-five minutes, after which he 
became perfectly sane, and was not aware of any¬ 
thing having happened. He thought they, as 
anaesthetists, did not often encounter cases of 
mania in their practice, and they were very much 
indebted to Dr. Savage for his paper. 


Mr. Crouch said that shortly after he became 
qualified he administered an anaesthetic to a 
philanthropic gentleman of very great intelligence. 
He was a man of advanced social views, but 
never had any mental symptoms at all—unless 
advanced social views could be called a form of 
insanity. He suffered from indigestion, and a 
number of stumps had to be removed, and the 
anaesthetic used was gats and ether. Slight anaes¬ 
thesia was induced for some minutes, and then 
the stumps were all removed without any further 
ether. Immediately after the amaesthetic the 
patient was in the condition described by Mr. 
Davis, to which he did not then attach any im¬ 
portance. The friends looked to him for an 
opinion on the question, amd he replied that it was 
ether intoxication, a thing of which no notice need 
be taken. However at the end of a fortnight he 
became weak-minded, and eventually got into a 
state of dementia auid had to be kept in a private 
asylum, where he died recently. He did not know 
how fau* that was connected with the amaesthetic. 
It wais interesting that a fortnight elapsed before 
auiy other symptoms developed. His wife wa^ am 
exceedingly sauie womam, but in his children there 
were forms of insamity as exemplified in the fol¬ 
lowing : one son wa^ the subject of kleptomania; 
one son married a lady other tharn his fiancee; 
while a daughter had been engaged five times. 
Therefore he thought they were justified in con¬ 
sidering that there was a warnt of mentad badance. 

The President said he wais sure they were adl 
greatly obliged to Dr. Savage for his kindness in 
giving them the benefit of his experience on a 
subject which was not only interesting, but very 
important. It was interesting that when a ques¬ 
tion of the sort was brought before the Society, 
one could easily come across other people who 
had met with caises in which insamity had de¬ 
veloped after am amaesthetic; and it was very diffi¬ 
cult to determine, as Dr. Savage himself had saud, 
whether it was merely post or whether it was 
propter. As far as his own experience was con¬ 
cerned, he did not know that he had much to add. 
But one point he would like to make wa^ the de¬ 
velopment within a very short time adter the anaes¬ 
thetic of maniacal symptoms, or symptoms of such 
a high condition of. delirium that they might 
almost be called mamiacal. He had am idea that 
such caises were very much more apt to occur in 
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patients who did not vomit. His explanation was, 
whether true or not he did not know, that the 
mucus got to some extent saturated with the anaes¬ 
thetic, and, especially if that anaesthetic were 
ether, it gave rise to a condition of mania similar, 
as far as he could tell, to that condition described 
as occurring in ether drinkers. It was generally 
quite of an evanescent character, but very acute, 
and the patients certainly required a great deal of 
restraint. Another question of importance was 
the association of a particular disease with in¬ 
sanity. In his own experience the cases that he 
dreaded might become insane were more particu¬ 
larly rectal, cases, which would come under Dr. 
Savaged special classification of cases of abdo¬ 
minal and pelvic operations. He had seen one or 
two patients become maniacal after excision of 
the rectum; whether the same thing was likely to 
occur in other than rectal cases he could not say 
from his own experience. He supposed Dr. 
Savage would not wish them to go away with the 
idea that they must look upon all neurotics and 
all insane people as those to whom it was of 
doubtful propriety to give an anaesthetic. He 
did not gather that Dr. Savage insisted upon that. 
He thought the paper was a most valuable contri¬ 
bution to their knowledge of the subject, and more 
especially as it placed the subject before them in 
a light which they themselves could not always 
follow. He meant that very often immediately 
after the anaesthetic the patient was all right, the 
mania developing after the anaesthetist had gone ; 
and, although the surgeons for whom they worked 
might be their very good friends, they did not 
always tell them the after history. Therefore 
they had to a great extent to rely upon papers 
such as Dr. Savage’s to extend their experience 
and enlarge their views. 

Dr. Savage, in reply, said that Mrs. Scharlieb’s 
case was extremely interesting, and was acceptable 
to him because it supported his contention that 
those who had recurrent attacks of insanity were 
very likely to have a fresh attack precipitated by 
the anaesthetic. It was also extremely useful as 
fitting in with the other dictum, that he did not 
think it mattered very much what form of anaes¬ 
thetic it was which produced the break-down. In 
the two cases mentioned by Mrs. Scharlieb, differ¬ 
ent anaesthetics were used. The persistent delu¬ 
sion was also interesting, and he hoped Mrs. 


Scharlieb would not mind him going further on 
that point. It was interesting to see that a person 
receiving a definite shock, leading to delusion, 
might subsequently appear to get over it alto¬ 
gether, and yet have a mental scar; so that when 
the patient’s intellectual level was brought down 
by illness to the same plane, the delusion was found 
to persist. The lady mentioned by Mrs. Scharlieb 
seemed to have one of these mental scars; it 
occurred to him as comparable to one case of a 
lady who had a most frightful dream and experi¬ 
ence in the early stage of melancholia. She 
believed she saw her brother with his throat cut 
and the blood running down him. She got over 
it completely, but some years afterwards when 
nursing her children with scarlet fever she said to 
him (Dr. Savage) “ I had better see you again.” 
He said “ Why ? ” She replied, “ Last night I saw 
my brother with his throat cut.” She had a scar 
left, and when that lady gets reduced mentally the 
scar becomes manifest, and he did not think she 
would ever completely outgrow it. As to the 
quantity of the anaesthetic, he feared he could not 
speak definitely; but his belief was that the 
patients who had to be chloroformed, or put under 
ether or gas at Bethlem, did not require more than 
ordinary people. Those who had spoken had re¬ 
ferred to delirious conditions that might last only 
for a short time. Of course those were the cases 
which one looked upon as connecting links. They 
would remember his first axiom was that anything 
that would cause mental disorder might produce 
delirium, and anything that would produce de¬ 
lirium might set up mania; so they got a con¬ 
tinuous chain: loss of consciousness, definite loss 
of higher control, delirious conceptions, and 
mania. He mentioned in relation with these cases 
that it was quite the exception to get anything in 
the early stages besides maniacal exhibitions. The 
only cases he knew which had melancholic exhi¬ 
bitions following anaesthetics were those which had 
had previous attacks of melancholia. It was inter¬ 
esting to be supported by the remarks of the chair¬ 
man as to the relationship of insanity to operations 
on the rectum and the pelvic organs. He (Dr. 
Savage) had not been able to collect all his cases, 
and he supposed he never would be able to, but 
the number of such cases of insanity in which 
operations had been performed on the rectum, on 
the bladder, and surrounding parts, especially for 
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malignant disease, had made a deep impression 
upon him. He was very glad to note the remark 
of the President as to the possibility of the 
absence of vomiting having something to do with 
the retention of the ether and development of 
delirium. He feared he had not made it quite 
clear in the last part of his paper what he meant, 
and therefore he would sum up in the following 
way. He did not think that if a person was of 
unsound mind it made any difference whatever as 
to operation being performed, except from the 
purely mechanical point of view. He might take 
as an example the case of a woman who had self- 
inflicted injuries of the abdomen of the most 
frightful description. He would therefore say it 
was not wise to perform abdominal section on any 
maniacal patient. On the other hand, if the 
patient were melancholic, it made very little dif¬ 
ference. Probably Mr. Tyrrell might remember 
a case which was in Bethlem when he was resi¬ 
dent % there, of a woman who had both ovaries 
removed, a patient who was extremely mad, but 
not maniacal. She had delusions of persecution, 
thought her food contained poison, and, interest¬ 
ingly, she had hallucinations of smell. The ovary 
was removed, she lost the hallucinations of smell, 
but retained some of the other delusions. There¬ 
fore, to wind up, he would say that the question 
of operating or non-operating, the question of 
giving an anaesthetic or not, would only relatively 
depend upon the insanity. That was to say that 
they might give any insane person chloroform, or 
ether, or gas, as far as they were concerned; and, 
he thought, as far as their insanity was concerned. 
The other question, as to whether it was right or 
wrong to operate, would rather rest with the 
surgeon. He had never seen any patient the 
worse for the administration of any anaesthetic; 
of course he was speaking of any insane patient. 
But he would say that those people who had 
broken down were very likely to have a fresh 
attack precipitated by anaesthetics. 


Primary Sarooma. —Herbert M. Hewlett re¬ 
ports a case of primary sarcoma of the liver in a 
child 14 weeks old. A full description of the case 
and an account of the autopsy are given with 
photographs.— Inter-Colonial Med. Joum ., Dec. 
20th ; Amer. Journ. of Obstet. 


Indications for Operation in the Treat¬ 
ment of Perforation occurring with Acute 
Gastric Ulcer. —The first point to be determined 
is whether the perforation is likely to be followed 
by local or general peritonitis. The latter con¬ 
dition is much the more common, and is indicated 
by severe and prolonged collapse, general tender¬ 
ness of the abdomen, retention of urine or difficulty 
of micturition, and disappearance of the liver 
dulness. In most cases the history shows that the 
stomach contained food at the time of the accident. 


Under these circumstances it may be accepted that 
the only hope of saving the patient's life is by the 
immediate performance of laparotomy. On the 
other hand, if the collapse is comparatively slight, 
and the pain confined to the epigastrium, while the 
liver dulness persists, and it can be absolutely 
determined that the stomach was empty at the 
time of perforation, the operation can be safely 
delayed for a time in the hope that spontaneous 
recovery may take place. The question sometimes 
arises as to the advisability of operating when the 
peritonitis is already extensive, and the patient 
nearly moribund. Each case must of course be 
judged upon its own merits; but it is wise to 
remember that while non-interference means certain 


death, there is always a prospect of recovery after 
operation. In several of the recorded cases the 
pulse, which was hardly perceptible before the 
operation, improved as soon as the peritoneum 
had been cleansed, and either the patient recovered 
or life was prolonged for several days. 

The above remarks are taken from the book just 
published by Drs. Samuel Fenwick and W. 
Soltau Fenwick, through Messrs. Churchill, en¬ 
titled ‘Ulcer of the Stomach and Duodenum 
and its Consequences.' Out of the 383 pages of 
this valuable and instructive work, 252 pages are 
devoted to the consideration of the clinical aspects 
of the disease and its sequelae, and it is a pleasure 
to welcome a volume so full of practical suggestion 
and replete with serviceable advice. The work is 
divided into four parts, the second part showing 
that acute ulceration of the stomach and duode¬ 
num may occur idiopathically or during some other 
malady; in the latter case it is not infrequently 
the unsuspected cause of death in certain infective 
complaints, and in diseases of the heart and liver. 
The book is a scholarly and scientific exposition 
of the subject treated, and it is when dealing with 
such excellent works that the want of space which 
prevents a longer notice of the publication of such 
a noteworthy addition to medical literature is so 
keenly regretted. 
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